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GYNECOLOGY 


through the ages 


W. A. JENKINS, D.O. 


Las Cruces, New Mexico 


AS A science supposedly be- 
gan in the first years of the nineteenth century. Yet as 
we delve into the ancient records we find that thousands 
of years ago many diseases peculiar to women were 
being treated. They are mentioned even in the Papyri. 
Yet we must remember that these tablets of 3,000 to 
},000 years ago were inscribed not by a primitive peo- 
ple, but by members of a civilized nation with a notable 
architecture, 

We cannot think there was ever a time since the 
“curse” of Eve when there were no abnormal presen- 
tations, no lacerations at childbirth, and no menstrual 
disorders. The concept that the gynecologic diseases of 
modern women are due to the habits and customs of 
our advanced civilization is also false. As we uncover 
the relics of the past we find evidence of many of these 
disorders. An example is the mummy of Henhenit, one 
of the wives of Mentuhotep of the XI dynasty, about 
2050 B.C. When examined, the bladder almost filled 
the pelvic cavity, and a tear in the bladder communi- 
cated with the vagina, plainly a vesicovaginal fistula 
with a complete tear of the perineum. This unfortunate 
young woman of 4,000 years ago probably died in 
childbirth." 

Even when we speak of conditions among primi- 
tive women who lived before the time of our earliest 
records, we are not speaking of the Neanderthal woman 
of 50,000 years ago, who lived close to the soil. We 
can only guess at gynecologic conditions among the 
early primitives by observing uneducated isolated peo- 
ples. The few primitive people left in existence have 
a crude gynecologic therapy that in some measure 
proves effective. 

Today we talk of trace minerals, hormones, vita- 
mins, and antibiotics. How can we assume that the 
primitive medicine man did not unconsciously use some 
of them when he administered his concoctions of soil, 
pregnancy urine, desiccated organs of animals, and pul- 
verized insects? We can scarcely assume that the un- 
cultured peoples cared nothing for the suffering of 
their womenkind, nor that their absurd therapies were 
all in vain. 

As Robinson? has said, we may derive much infor- 
mation from the study of the behavior of the modern 
savage who has never come under the influence of civili- 
zation and thus may be further back in progress than 
the ancients who are so often quoted. 

Years ago, in search of health, I lived in a remote 
part of Mexico. I was constantly begged to treat des- 

perate cases, but I was far from a source of supplies. 
lt was a 3-day ride on muleback to the railroad, a 
frightening ride over a narrow mountain trail 2 cen- 
turies old, which zigzagged down 10,000 feet and over- 
looked an area as beautiful as the Grand Canyon. 
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The train came every other day. Supplies were piled 
on mules and donkeys and toted up that terrible moun- 
tain path. Often in those 18 months | was glad to resort 
to crude native medicines—quinine in the bark, leaves 
of digitalis, and primitive forms of numerous other 
drugs included in our modern armamentarium. 

When we scan the ancient literature we are shocked 
to find there many observations and discoveries for 
which we have honored our modern physicians. How- 
ever, we cannot agree entirely with Aristotle that “all 
art and all wisdem have already been explored and 
again forgotten.” Within our own lives have come many 
new discoveries. The great Osler knew nothing of blood 
banks, artificial lungs, eye banks, the Rh factor, and 
test-tube babies. However, we can say with Jenks,’ 
‘History repeats itself in medicine, as elsewhere.” It is 
impossible for us to tell how much medical knowledge 
in the past has been gained and then lost amid the vari- 
ous changes of the world’s history. 

It is well, therefore, to stop now and then in our 

frantic race for accomplishments and, as Danforth‘ 
said a decade ago, 
.. . look backward over a part of the road our predecessors 
have traveled and to view ... some of the work of the laborers 
who have built the foundations upon which rest the scientific 
structure within which we work. This scholastic edifice is not 
yet complete. So long as men of scientific curiosity continue to 
be born and io strive to answer the questions which occur to 
their inquiring minds, it will continue to grow. 

Gross’ remarked almost a century ago that indi- 
viduals are too much disposed to look with contempt at 
the knowledge of their predecessors, as if in reality 
the predecessors had worked and lived in vain and as 
if science had been reserved as a kind of special gift 
to the present generation. 

It is not a pretty picture I paint of the sometimes 
ridiculous, often obnoxious, treatments of long ago. It 
is no pleasure to debunk the claims of some of our re- 
spected modern predecessors who failed to read the old 
masters. With Senn,® six decades ago, I believe that 
“All great discoveries are overshadowed by the labors 
of a host of earnest and progressive workers which ul- 
timately crown the efforts of a favored few.” 

The gynecologists have come over no easy road. 
Today we tend to applaud new discoveries and new 
procedures even before their merits have been entirely 
proved. A short while ago the daring innovator fre- 
quently faced a jeering crowd of contemporaries, men 
high in their profession. Often no recognition for*his 
labor came in his lifetime. “Professional jealousy,” 
Senn’ said, “has always selected for its target the men 
conspicuous by their honest unselfish work.” 

We need mention only a few of these. Langen- 
beck,® reporting a successfully amputated carcinomatous 
prolapsed uterus in 1813, was ridicuied for 26 years, 
until the patient died and autopsy revealed the absence 
of her uterus. Lister,® who helped to make gynecologic 
surgery safe, waited a full decade before his great prin- 
ciples of 1867 were generally accepted. The ovarioto- 
mists came in for much abuse and slander: McDowell, 
the “backwoods doctor,” the Atlees, “butchers and belly- 
rippers,” Peaslee, Kimball, and others bravely advo- 
cated ovariotomy and were heard in silence, or their 
claims refuted by their peers.’® 

The early advocates of the curet brooked the criti- 
cism and opposition of the objectors with a quality of 
magnificence in the face of abuse and a dogged deter- 
mination to carry on and convince others of the effici- 
ency of the curet, a simple instrument in constant use 


(3) 
139 


today, with never a thought of the controversy in its 
early decades."? 

Space is much too limited to detail the dramatic 
story of gynecology through the centuries: the attempts 
at treatment by the ancients; the numerous discoveries 
acclaimed, then forgotten through the Dark Ages, and 
revived in the latter part of the Middle Ages; and the 
burst of enthusiasm for investigation that came with 
the modern era. The achievements that followed the 
discovery of anesthesia and asepsis are too many to 
relate. We can only glance hurriedly Gown through the 
centuries. 

Most of us have neither time nor talent to add to 
these achievements, having all that we can do to keep 
abreast of the times. Yet there may be a few among 
us who will meet up with a Mrs. Crawford. 


Ancient gynecology 

Egyptian Era.—The earliest references to gyneco- 
logic disorders come from the Egyptians and are re- 
corded in the various Papyri, dating from 2000 to 500 
B.C. The Ebers Papyrus discusses disorders of men- 
struation, diseases of the genitalia and breasts, and 
those related to menstruation and abortion. Menstrual 
disturbances were treated by douches of garlic and 
wine, or mixtures of fennel, honey, sweet beer, and 
“wonder-fruit.”” Lactation was promoted by use of a 
mixture of fragrant bread and poppy-plant, eaten while 
sitting cross-legged, or the spine was smeared with a 
concoction of swordfish bones in warm oil. Dates, 
onions, and acanthus fruit in honey spread on a cloth 
were applied to the vulva to promote abortion. A poul- 
tice of calamine, cow’s brain, and wasp dung was ap- 
plied for + days to an infected breast. 

Various remedies were used to hasten delivery, 
such as peppermint applied to the buttocks ; a mixture 
of fresh salt and honey; insertion into the vagina of a 
plug of fennel, garlic, incense, fresh salt, and wasp 
dung; or a poultice made of tortoise tail, beetle shell, 
or other concoctions. Douches for uterine disorders 
were composed of garlic and cow’s horn; cow’s bile, 
cassia, and oil; or hog’s bile and fresh dates. If these 
remedies did not cure, and pustules formed douches 
of fresh dates in the milk of an ass were recommended." 

Leukorrhea was treated by application to the 
breast, belly, and joints of a mixture of dried liver of 
a swallow in sour milk. Treatment of prolapse of the 
uterus consisted of fumigations with wax and hot char- 
coal, or honey and oil were smeared on with the finger 
and upward pressure exerted on the uterus. 

Injections of medicated fluids evidently were popu- 
lar, for in the Papyrus Brugsch there are twenty-eight 
recipes for enemas. Use of pessaries and suppositories 
is also mentioned.’* In the Kahun Papyrus, oldest of 
these documents, and the only one entirely devoted to 
gynecology and obstetrics, we read of displacement of 
the womb being treated by drinking the mold from a 
wooden ship or massaging the body with a mixture 
of yeast and beer. 

The Edwin Smith Papyrus, which dates from 
about 1700 B.C. but believed to have been an ancient 
document at that time, has been called a “... hodge- 
podge of customary magical recipes .. . inherited from 
the superstitious beliefs of the remotest past.’ 

Hindu Gynecology—From the Vedas, written 
somewhere between 4000 and 1500 B.C., we learn of 
the ancient medicine and surgery of the Hindus. Their 
gynecology is revealed in the works of Charaka and 
Susrata, written about 500 B.C.(?), treatment consist- 
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ing mostly of a mixture of magic, incantations, super- 
stitions, and numerous drugs. The Charaka Ayur-Veda 
has one chapter on women’s diseases, but the Susrata 
Ayur-Veda is devoted to gynecology and pediatrics. 
Susrata mentions many instruments, scalpels, lancets, 
catheters, bougies, syringes, saws, probes, sounds, for- 
ceps, a trocar, and a vaginal and rectal speculum. This 
great number of instruments suggests a high degree of 
civilization at least 1,000 vears B.C.** 

Charaka listed 500 medicinal plants and Susrata 
700. Charaka described twenty-four types of female 
disease, treated according to the humor causing them. 
Uterine tumors were treated by applications of the flesh 
of shellfish mixed with tamarind bark.’? Hindu women 
apparently suffered from bladder calculi as much as did 
apparently suffered from bladder calculi as much as 
men, but since the operation was dangerous, the hus- 
band had to participate in it and share the blame for its 
consequences.!*!* Even with their superficial knowledge 
of anatomy, the Hindus dared to perform abdominal 
surgery, even making the first mention of abdominal 
section."* 

Hippocratic Gynecology.—In the era of Hippoc- 
rates who lived 4 centuries before Christ (460-370 
B.C.), obstetrics and gynecology were practiced by both 
men and women. The true works of Hippocrates con- 
tain little gynecology. It is in the pseudo-Hippocratic 
works that are found the most valuable teachings on 
the subject. The absurd belief that the uterus wandered 
about the body like an animal prevailed in these works 
and, in fact, persisted for many centuries. Menstrua- 
tion was considered a cleansing process, another idea 
long maintained, even to the most modern times. 

Hippocrates held that sterility could be due to 
malposition of the cervix, to excessive smoothness of 
the uterine lining, to obstruction of the os from en- 
gorgement of the veins during amenorrhea (engorged 
veins do not retain semen), to profuse menstruation 
(blood vessels to weak to retain the semen), or to pro- 
lapse of the uterus.” 

Examination in uterine disorders was thorough 
and included observation of the eyes, tongue, height, 
skin, and any swellings of the abdomen; inspection of 
the breasts and nipples; and digital examination of the 
vaginal and cervical walls. While he does not mention 
the vaginal speculum or the obturator, it has been 
thought that they were used, since Hippocrates wrote 
that ulcerated parts of the rectum were examined with 
the speculum. Also Galen, who quoted Hippocrates, 
differentiated between the katoper, used in examination 
of the rectum, and the dioptra for inspection of female 
parts.” 

More than 300 substances are recommended in the 
Hippocratic works for treatment of gynecologic dis- 
eases. Fumigation was a favorite remedy. Pessaries of 
wool or lint tied with a string for easy removal were 
used to soften the cervix and to soothe uterine inflam 
mation. Various fluids were injected into the vagina! 
canal with the patient in the Trendelenburg position. 
Pessaries saturated with cantharides, elasterium, col- 
cynth, and other preparations were used to induce abor- 
tion. Leaden, tin, or wooden sounds and dilators wer 
also used. 

For 1,000 years after the death of Hippocrates ni 
advancement was made in any branch of medicine 
Those who followed his teachings quoted him almos' 
verbatim, often without mentioning their source. It has 
been said that medicine changed so little in the succeed 
ing centuries that a graduate of the medical school 0: 
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Cos who had learned gynecology and obstetrics from 
the lips of Hippocrates would have learned little that 
was new if he had attended the lectures of Astruc at 
the University of Paris 2,000 years later.** 


Fig. |. Ancient gynecologic instruments (from E. W. Jenks). 


Greco-Roman era (156 B.C.-576 A.D.) 


From about 150 B.C. almost to the seventh cen- ~ 
tury A.D., no progress was noted in gynecology or ob- 
stetrics. Roman medicine was almost entirely in the 
hands of Grecian physicians in Rome. The great medi- 
cal writers of the first century of the Christian era 
were encyclopedists who collected all the medical lore 
up to that time. 

Celsus, writing in the first century A.D., quoted 
writers whose works no longer exist. Tn obstetrics and 
gynecology Celsus followed the teachings of Hippoc- 
rates and added some material from the Alexandrian 
writers. He is known particularly for his descriptions 
oi decapitation of infants in the transverse position and 
for his mention of podalic version. Much more interest 
was shown in the writings of Celsus centuries later 
than was evident in his own era.’ Because of his excel- 
lent classic Latin style, a half century ago his work was 
recommended for reading by medical students.*® 

At the time of Celsus, women were attended by 
physicians except for minor diseases which were cared 
for by midwives. There were a number of well-trained 
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women physicians, some of whom wrote treatises on 
diseases of women. Agnodice, masquerading as a man, 
attended her countrywomen and was tried and con- 
victed for this offense, but the women rallied to her 
aid and brought about legalization of the practice of 
medicine by women. Sotira, Salpe, Lais, and Elephan- 
tis all were women medical writers.’* 

Aretaeus, who is believed to have lived in the first 
or second century A.D., in his book on “Causes and In- 
dications of Acute and Chronic Diseases,” described 
female diseases and their treatment. Since he was a 
copyist, his works were omitted by the compilers until 
the time of Aetius and Paulus. From then on, until his 
manuscript was found in the sixteenth century, he was 
forgotten.**?° 

Rufus of Ephesus, who lived in Rome during the 
reign of Trajan (98-117 A.D.), was freely quoted by 
the Byzantine compilers. He was a leading medical 
authority of his day and the Arabs csteemed his work ; 
Rhazes in his “Continens” quoted him 377 times. 

Soranus (98-138 A.D.), who lived during the 
reigns of Trajan and Hadrian, was the greatest gyne- 
cologic authority of ancient times; he was also out- 
standing in medicine, obstetrics, and pediatrics. Many 
later writers quoted him, often without giving him 
credit. 

His crusade against the superstitions of the mid- 
wives led to establishment of standards in midwifery 
not excelled until the time of Paré in the 16th century. 
His gynocologic treatise, the most important for many 
centuries, is not merely a compilation but included per- 
sonal descriptions based upon dissections of humans, 
as he pointed out, not of monkeys or pigs. He dis- 
cussed uterine displacement and expressed disapproval 
of the old methods of treatment, such as abrad- 
ing the parts with a bag of hair and filling the vagina 
with moistened cinders and castoreum. His method of 
treating a prolapsed uterus is discussed later. 

Soranus, like others, quoted writers whose words 
have been long lost. He acknowledged his indebtedness 
for his anatomy of the uterus to Herophilus of the 
fourth or third century B.C. who is said to have dis- 
sected 600 criminals.’* He noted that the best time for 
conception is just after the menstrual period and that 
the third month is most favorable for miscarriage. For 
contraception he recommended insertion into the vagina 
of a plug of linen before intercourse, or an astringent 
pessary such as pine bark, ground sumac in raisin wine, 
-or ground pomegranate rind.’* He used a speculum to 
determine the site of uterine bleeding and a sound to 
plug the os during hemorrhage. He cautioned against 
burning the patient during fumigation. 

Galen (129-201 A.D.) was the supreme medical 
authority of his time and of many centuries after. He 
was the greatest compiler of medical literature, and 
eighty-three of his books are considered to be genuine. 
Blind following of Galenic medicine is said to account 
for medicine’s failure to progress for so long, even 
beyond the Renaissance. Galen eclipsed all his predeces- 
sors in the field of experimentation, but added little to 
gynecology, most of his comments coming from Hip- 
pocrates. His anatomy of the uterus and its appendages, 
being built upon dissections of cows and goats and in- 

formation received from midwives, was inferior to 
that of Soranus.’*?> However, he accurately described 
the fallopian tubes and noted the transit of the ovum to 
the uterus. He was first to specifically mention the va- 
ginal speculum, although it had long been in use; it 
was among the instruments buried at Pompeii. 
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Galen's gynecologic therapy consisted of the usual 
prescriptions and fumigations. His fumigator was a 
long tube of metal, perforated on each side and having 
a blunt conical tip, at the end of which was a sow’s 
bladder. The other end was inserted into the vagina 
to irrigate with mare’s milk. Following” vaginal treat- 
ment, a lead, bronze, or tin tube was inserted to pre- 
vent adhesions and to permit injection of medications.” 


Byzantine gynecology (416-735) 

With the death of Galen at the close of the second 
century A.D. the brilliant period of medicine repre- 
sented by Rufus, Soranus, and Galen came to an end. 
In the fourth century when Byzantium was the capital 
of the Roman Empire a new era in medicine began. 
Although there was no original research, it became the 
period of great compilers of medical literature. The 
Mohammedan creed forbade examination of women 
except by one of their own sex.® 

Oribasius (c.325-403) of Pergamum studied in 
Alexandria and settled in Constantinople. Julian the 
Apostate entrusted to him the compilation of the works 
of all the celebrated pagan physicians to his time. His 
excellent encyclopedia of medicine, in which he was 
careful to quote his sources, extolled Galen and en- 
shrined him as the medical authority for hundreds of 
years.” His three types of pessaries and his treatment 
of menstrual disorders will be described later. 

Aetius of Amida (502-575), royal physician to 
Justinian | in the sixth century, must have found in 
the great Alexandrian library copies of all the great 
works in medicine then in existence, over which he 
pored for endless days.'*'* His sixteenth volume re- 
views all the gynecology of the Greco-Roman era and 
remained a favorite text for 1,000 years.1? He made 
frequent mention of the speculum or diopter in the 
treatment of polyps and other uterine growths, ulcera- 
tion, and other disorders of the female genitalia. He 
also made constant use of the sound. His treatment of 
imperforate hymen was that of Archigenes, who has 
been termed the “Marion Sims of ancient gynecology,” 
and this method was little changed for centuries. Ae- 
tius’ treatment of imperfect vaginas is said to have 
preceded Amussat’s operation for creation of an artifi- 
cial vagina by 1,800 years."* 

He remarked that whatever woman contributed to 
conception came from the fallopian tubes; that the 
mouth of the nonpregnant uterus will admit the point 
of a sound, but the canal is closed during pregnancy ; 
also that the lining of the uterus thickens during men- 
struation, facts that were lost sight of even to the be- 
ginning of the nineteenth century.’* His chapter on 
abortion showed the perfection of that procedure 2,000 
years ago and his description of the use of the sound 
was unequalled for 1,500 years. 

He treated cancer of the breast by cautery accord- 
ing to the method of the great gynecologists of the first 
century, Archigenes and Leonides. Until the time of 
Paré, the ligature was not used because the ancients 
considered cancer due to black blood and this had to 
run out after the hemorrhage had been stopped by 
cautery, followed by further cautery to remove all 
traces of the disease. 

Paulus Aeginta (625-690), a learned physician, 
gynecologist, and surgeon who lived a century after 
Aetius, was the last of the great compilers of medical 
literature. He summarized all then known regarding 
obstetrics and gynecology.*” Most of his material was 
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taken from Galen, Oribasius, and Aetius, but usuall\ 
he did not bother to credit those he quoted. He gave not 
only recipes for treating the diseases he so well des- 
cribed but also case histories. His speculum is pictured 
in the illustrations of Scultetus and resembles the 
speculum of Albucasis 5 centuries later. His description 
of cancer of the uterus is copied verbatim from Archi- 
genes, without acknowledgement of the fact.’? Leo- 
nard®® points out that Paulus referred to lacerations of 
the cervix uteri during labor and their treatment, al- 
though Emmet centuries later was given the glory of 
being the first to recognize the affection. 

The Arabian writers quoted Paulus constantly ani! 
considered him the most eminent of the great masters. 
Paulus himself regretted that he had nothing new to 
offer in medicine, that all had been already said on the 
subject.*? The work of Paulus bridged the gap between 
the excellent treatise of Soranus of the Greco-Roman 
period and the works of the great Arabian translators. 
When the Arabian manuals were translated into Latin 
during the revival of learning, Paulus’ gynecology again 
became prominent.?® 


Arabian gynecology 

The world is forever indebted to the Arabian trans- 
lators for the preservation of the ancient medical class- 
ics. During the Dark Ages obstetrics made few ad- 
vances and gynecology even fewer. The Arabian gyne- 
cology was that of Galen, Oribasius, Aetius, and Paul- 
us. Since the Arabians had no first-hand knowledge of 
anatomy, dissection being forbidden by their religion. 
they depended upon clinical observations entirely, vet 
they went beyond their predecesssors in differential di- 
agnosis.’° 

Rhazes (850-923), a great clinician, prepared a 
resume of the ancient gynecologic writings, embellished 
with his clinical experience, and he stood high among 
his colleagues. He discussed many of the diseases com- 
mon to women, including the disorders of menstrua- 
tion, prolapse of the uterus, polyps, and other condi- 
tions, with treatments that sound queer today. For 
uterine hemorrhage he cupped the breasts and packed 
the vagina with wool smeared with a mixture of frank- 
incense, wild pomegranate flowers, gall, antimony, aca- 
cia, and alum. To restore a displaced uterus he advised 
grasping the cervix and pulling it in the opposite direc- 
tion. or treatment of imperforate hymen he preferred 
incision, followed by daily intercourse to keep the ori- 
fice open, to the usual use of leaden tubes.” 

Albucasis (936-1013) born near Cordova, Spain, 

wrote thirty books on medicine and copied much of his 
material verbatim mostly from Paulus, without giving 
credit, but he was the first to describe a case of ectopic 
pregnancy.” He was also the first to describe herpes o/ 
the uterus and to recommend introduction of an ai 
pessary into the vagina.** Since he described circumci- 
sion he is thought to have been a Jew. Among th 
Arabians Jewish physicians were highly regarded. 
Avicenna (980-1037) living about a century afte: 
Rhazes, with his “Canon” dominated the medica 
schools of Asia for 6 centuries.” As chief physician it 
a famous Bagdad hospital he was able to write hun 
dreds of treatises, few of which remain. He gave « 
good description of his instruments, among them « 
trumpet-shaped, bivalved speculum used in treating 
uterine abscess and a cervical dilator with a mirror 
used for fetal extraction.** 

Jewish records from the time of Moses about 1,500 
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B.C. to the time of Hippocrates in 400 B.C. gave little 
gynecologic information. The Talmud contributed little 
more, but brief mention is made of the speculum. By 
introduction of a leaden tube and an intratube pack, 
differentiation was attempted between uterine and va- 
ginal bleeding, because of the hygienic laws regarding 
the uncleanliness of menstruation. St. Mark’s mention 
of the woman with the issue of blood is a rare instance 
of a gynecologic disease recognized in the Bible. The 
Jews and Mohammedans shared a common contempt 
for the charms, amulets, and saintly relics believed in 
by the early Christian physicians.'° The greatest of 
Jewish physicians, Moses Maimonidas, a rabbi of Cor- 
dova, was not a gynecologist. 
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Fig. 2. Ancient gynecologic instruments and removal of breast (from E. W. 
Jenks). Note similarity between this illustration of breast removal and that 
of Scultetus in Fig. 3. 


Middle Ages (1096-1438) 


Treatment of women’s diseases is mentioned only 
briefly by the writers of the medieval period and then 
they have quoted verbatim from the Arabian texts.’® 

During the Middle Ages there were a number of 
women practitioners who taught the midwives and 
wrote medical texts. Many of them were at the great 
School of Salerno, established in the ninth century and 
prominent for 4 centuries. Trotula, wife of a physician 
and mother of two physicians, lived in the eleventh 
century.2* Her book on women’s diseases is regarded 
by Garrison?* as a hodgepodge of superstitions, aphro- 
disiacs, and measures to promote or prevent abortion. 
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However, she gave an excellent description of perineal 
lacerations and perineorrhaphy, and her book was re- 
peatedly quoted by other writers.’*** 

In the thirteenth century the Church dominated 
medicine and regarded with suspicion any freedom of 
inquiry, but Ricci? points out that the bright spot in 
those dark years was at Palermo, Sicily, where the 
Arabian, Jewish, and gentile intellectual development 
was untrammeled. There the massive Arabian medical 
tomes were translated, and through them came a revival 
of interest in medicine throughout Europe. 

In the fourteenth century and the first half of the 
fifteenth century the old order gradually disintegrated. 
It was an era of dissection, which had been forbidden 
for 1,500 years, and interest in anatomy and pathology 
was revived. After the dissections of Mondino at Bo- 
logna in 1315, gynecologists threw away the old idea 
of a wandering uterus and it became a fixed organ. Yet 
there were few innovations in gynecology, the ancient 
medicine being blindly followed. Guy de Chauliac, the 
surgical authority of the fourteenth and also of the 
fifteenth century, covered the field of gynecology in 
four brief paragraphs in his book, “Inventarium Partis 
Chirurgicalis Medicine.”?® 


Renaissance (1453-1600) 

With the crusades at an end, the hold of the 
Church rapidly waning, the Hundred Years War over, 
printing invented, and the New World discovered, a 
nationalism developed and a new interest in medicine 
evolved. Berengario da Carpi, professor at Bologna in 
the beginning of the sixteenth century, and Cellini, who 
dissected 100 human cadavers, brought a new knowl- 
edge of gynecologic anatomy. Strangely, Celsus’ work, 
forgotten through the Middle Ages, became the favorite 
text. Vesalius through his epochal illustrated book de- 
scribed the entire genital tract. He was the first to use 
the words “luteum” and “placenta.’’?° 

The great works of Platter, Primerose, Wolff, and 
Spach, with a review of the ancient works, brought a 
new knowledge and interest to the practice of gyne- 
cology. 

Paré,?® great surgeon and a noted gynecologist, 
was the most outstanding figure of his age. He designed 
an ovoid pessary of gold, silver, or brass for spraying 
aromatic drugs to the vaginal parts and to provide 
drainage of ovarian secretions. His therapy of pro- 
lapsed uterus typifies the level of gynecology of that 
day. He described placement of cupping glasses at the 
navel and hypogastrium, injection of strong medica- 
tions into the neck of the uterus, stinking fumigation 
into the private parts, and sweet things to the nose. 
The prolapsed part was anointed with oil of lilies, 
fresh butter, and capon grease and carefully thrust 
back into place. Then the genitals were sprinkled with 
an astringent powder composed of pomegranate pills, 
cypress nuts, galls, roach crystals, horse tail, sumac, 
and barberries boiled in water in which smiths had 
cooled their irons. Then his special pessary was in- 
serted. He agreed with Paulus that the womb can be 
safely incised and cited a case of his own in which a 
gangrenous uterus had been amputated. Paré also ad- 
vocated repair of third-degree tears. 

It might be well now to retrace our steps and 
briefly consider some of the diseases described by 
the various writers up to the sixteenth century, their 
treatments, and also, the many instruments found so 
important through those years. 
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Early instruments 

The vaginal speculum is among the oldest of gyne- 
cologic instruments. It went through periods of com- 
mon use, of long neglect, of revival with condemnation, 
long disuse, and then renewed use. Hippocrates men- 
tioned a rectal speculum, and since he discussed exami- 
nation of the os and the cervical canal, he may also 
have used a vaginal speculum; all the ancient writers 
made frequent reference to its use. Two-bladed specula 
were described by Paulus, Galen, Albucasis, Paré, Scul- 
tetus, Heister, Franco, Jobert, Ricord, and Récamier ; 
three-bladed specula by Fabricius, Paracelsus, Mauri- 
ceau, Busch, Hatin, Weiss, and Charriére ; four-bladed 
specula by Segalas and Scanzoni; a five-bladed specu- 
lum by Beaumont; a six-bladed one by Magenty.”” Up 
to the time of Récamier the speculum was used only for 
treatments, not for diagnosis. 

The Arabs made no mention of the speculum, since 
examination of the genitals was forbidden. Soranus 
called the speculum a diopter.’* Galen explained that 
the speculum was an anal dilator and a diopter a va- 
ginal dilator.’® In the ruins of Pompeii, buried in 79 
A.D. when Soranus was about 10 years old, were found 
three types of vaginal specula, with two, three, or four 
valves, which indicate the common use of this device. 
Mauriceau’s speculum of 1682 resembled the three- 
bladed instrument of Pompeii, except that a cramp- 
handle was added to the screw.”® 

Aetius used the speculum in treatment of pelvic 
abscess. The speculum of Albucasis in 1087 was a rep- 
lica of that of Aetius 700 years earlier. Rhazes used 
the speculum in treating cervical “hemorrhoids” and 
lacerations. Avicenna suggested use of a mirror to 
improve the field of vision. Eight centuries later 
(1798) Arnaud made the same suggestion, and a half 
century after that (1845) Sims used a mirror for the 
same purpose. The speculum of Scultetus in 1653 was 
probably never used by himself since he depicts it 
introduced with handle downward.'*:** 

Jacobus Rueffus in 1587 showed a three-bladed 
speculum for dilatation of the uterus in difficult par- 
turition, which von Gersdorff had illustrated earlier 
but which had been unnoted. The speculum of Wierus 
in 1657 was flat bladed.?* Primrose in 1665 mentioned 
the use of the instrument as common practice. 

Use of the speculum by Paré in the sixteenth 
century, by his pupil, Guillemeau, by Dionis in 1718, 
and others shows that the French and other Europeans 
were familiar with this instrument.* Astruc in 1761 
described its use to dilate a contracted vagina and to 
send fumigations to the uterus, 40 years before Reé- 
camier’s so-called discovery of the speculum. Récamier 
began use of the instrument in 1801 but did not an- 
nounce it for 20 years. Madam Boivin independently 
introduced a bivalve speculum in 1825. 

Levret in 1766 proposed use of a vaginal speculum 
in treating vesicovaginal fistula.2” In connection with 
his historic operation for that disease, Sims invented 
a duck-billed speculum which, being cumbersome and 
requiring the aid of an assistant, has been modified 
many times. 

When the speculum was introduced in London it 
was regarded with horror and condemned as indecent.** 
The controversy was vigorous and acrimonious in the 
middle of the nineteenth century. On the continent the 
speculum was extensively used in investigation of 
venereal disease in prisons, hospitals, 2nd dispensaries. 
In Paris prostitutes were lined up every morning in 
the hospitals and dispensaries and, while in the lith- 
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otomy position, were examined in the presence of 
students and visitors.*%?° 

During the eighteenth and nineteenth centuries 
there was a mania for inventing new types of specula. 
Ricci,?® in his history of gynecologic instruments, illus- 


Fig. 3. Breast operations in seventeenth century. (I) Ulcerated cancer of 
the breast. (II) Excision of breast with knife. (III) Breast after removal. 
(IV) Cautery with hot iron. (V) Drainage of thoracic fistula. (From Sculte- 
tus, J.: L'Arcenal de Chirurgie. Chez Antoine Cellier Fils, a Lyon, 1678). 


trates 540 types, arranged according to the date of their 
invention. He states that within 136 years there were 
600 variations. 

The sound is another instrument long used by the 
ancients and forgotten until modern times. Aetius 
passed a sound into the cervical os to prevent cutting 
too high when removing vaginal growths and recom- 
mended its use in directing the midwife’s finger when 
straightening the uterus.’* Avicenna, Soranus, and 
Oribasius used the sound. Hippocrates used it in fumi- 
gating the organ. Wierus in 1657 and Astruc in 1761 
recommended its use. Except spasmodically, the sound 
was little used in the intervening centuries. Lair’s di- 
rections for its use in 1828 received little attention. 

Simpson in 1843, Huguier in the same year, and 
Kiwisch in 1845, working independently, devised nev 
sounds. Simpson who popularized its use in diagnosis 
claimed no priority, but noted that the ancient writers 
and those of the sixteenth and seventeenth centurie- 
used the sound only for treatment, particularly dilata- 
tion of the contracted os.‘7 Récamier used a sound in 
conjunction with his curet ; after Simpson reintroduced 
the sound, it was chiefly used for diagnostic purposes.* 

Tents were long in common use for dilatation of 
the cervix and to permit introduction of the finger into 
the uterus after the cervix had first been softened by 
fumigation.*t Sponge tents were steeped in wax which 
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melted within the vagina and cervix and caused expan- 
sion. Aetius, quoting Archigenes, told of using a suc- 
cession of sizes until dilatation was accomplished.** 
a Castro in 1603 reported dilatation of the cervix with 
tents of expansive material such as roots of gentian, 
aristolochia, bryonia, and cyclamen.’* 

The sponge tent devised by Simpson in 1844 for 
dilatation of the cervix was first boiled in an alkaline 
solution, then cut to shape, soaked in a weak solution 
of carbolic acid to prevent odor, and dipped into muci- 
lage of gum acacia. A wire was run through the center 
of the sponge, after which it was tightly wrapped and 
the wire removed. When half dry, it was unwound and 
tightly rewound, Then it was smoothed with sandpaper, 
and a cord was run through it and sewed at the tip 
to prevent breakage and insure its remaining in place. 

A sea-tangle tent was described by Thomas for 
cervical dilatation; it was made from an aquatic plant 
which when moist swelled to three times its size. This 
contained no animal matter and was odorless. Green- 
halgh of London preferred tubular tents to solid ones 
since they dilated more rapidly.27, Thomas?’ noted that 
peritonitis and uterine cellulitis had been reported fol- 
lowing use of tents, and he reported the death of a 
patient from tentanus within 24 hours after withdrawal 
of the second tent. 

Pessaries were a favorite means of applying medi- 
cations to the uterus from the earliest times. The story 
of their use cannot be sufficiently covered here. The 
carly pessaries were made of wool or lint, smeared with 
honey and collyrium, or dipped in fat with medications 
added, and were used for every kind of female dis- 
order.* The Hindus gave numerous receipts for these 
pessaries. 

Hippocrates used pessaries to control uterine hem- 
orrhage. Astringent pessaries were utilized in the 
therapy of sterility resulting from uterine displacement 
and to contract or strengthen the uterus. Amenorrhea 
was treated with pessaries of powdered alum in balm 
and also pessaries of beef gall. Purgative pessaries were 
inserted following delivery to promote lochial discharge, 
to expel the placenta, in prolapsed uterus, and also to 
produce abortion.”?* Instead of the wax and lard base 
of modern times, the ancients used beef or deer mar- 
row or goose fat.'® 

Oribasius used an emollient pessary consisting of 
medications in an oily or fatty base in the treatment of 
inflammation and ulceration or displacement of the 
uterus, and aperient pessaries for provoking the menses 
and relaxing a contracted uterus. Astringent pessaries 
used to suppress discharges and to reduce prolapse 
were made by saturating pledgets of lint with various 
drugs; usually a string was attached for easy extrac- 
tion. 

Among the odd substances provided in the pes- 
saries were ass and goose fat, ashes of dried grape 
pulp, ox gall, salt, oil of narcissus, cyprus plant, blos- 
soms of wild glasswort, mouse dung, powdered quince, 
aromatic oils, mandragora juice, and wormwood.'® 

Heister®** in 1739 published an excellent surgical 
textbook with many illustrations. He showed oval, 
quadrangular, and triangular pessaries, perforated in 
the middle and formed of cork or wood covered with 

wax, silver, or gold. He also described an elastic pes- 
sary of steel wire in the shape of a conical worm. 
[eister illustrated prolapse of the uterus and the vari- 
ous pessaries used in treatment. 

Paré is often credited with invention of the pes- 
sary, but Rousset said in 1581 that he had visited a 
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patient who had been wearing a pessary for 40 years.” 
Bauhin in his translation of Rousset’s work observed 
that German women were accustomed to wear an empty 
walnut shell covered with wax in cases of prolapsed 
uterus. 

The air pessary was used by the ancient physicians. 
They inserted animal bladders into the vagina and in- 
flated them to produce dilatation. Aveling** thought 
that Rees first mentioned air pessaries in 1810; they 
consisted of a small, soft, airtight bladder or bag with 
a valve at one end which was inserted into the vagina ; 
the patient blew up the bag with a flexible, movable 
tube. Pessaries gradually fell into disuse until reintro- 
duced by Simpson.** 


Early therapy 

The early therapies of female diseases seem largely 
ridiculous today. Many were trial-and-error methods 
that in time were abandoned, but some continued to 
be used in modified form for centuries. McMurty*® 
wrote: 

To the superficial observer it would appear that our prede- 
cessors from the age of Hippocrates down to the latter quarter 
of the nineteenth century had almost lived in vain, and that 
medicine as a science emanated from very recent times. But 
one has studied history to little purpose if le has failed to learn 
that all knowledge is correlated, that a single observation of 
Nature’s work may lead to important scientific discoveries, and 
that the perfection of achievement is based upon the accumu- 
lated knowledge of successive generations. ... We are impressed 
most profoundly with the culmination, and are prone to over- 
look the early steps in the progress of knowledge. It is both 
hecoming and illuminating to revert to the pathfinders, and 
while doing homage to their discoveries, consider also their in- 
fluence upon the teachings of the present time. 

While we smile at the ancient remedies, we wonder 
sometimes why many of them continued in favor for 
many centuries if they were entirely without value. 

Irrigation of the vagina is an old accepted practice. 
The Ebers Papyrus gives twenty-eight medicinal re- 
ceipts for vaginal and rectal enemas.*' Hippocrates 
used injections to wash out placental remnants, to pro- 
mote menstruation, and in the treatment of ulceration.** 
Antyllus made use of irrigations to soften, contract, 
cool, or warm the tissues, to dispel gases, and to allay 
pain.* The word douche was not used until the four- 
teenth century; Celsus called it a “falling stream.’* 

Astrac in the eighteenth century urged that 
astringents be combined with emollients to prevent 
uterine inflammation. Behrends, about half a century 
later, used irrigations in the treatment of metritis, be- 
ginning with barley in rose honey, then if the secretion 
was of dark color, an infusion of millefolium, myrrh, 
copaiba balsam, and turpentine. About the same time, 
Ashwell of Guy’s Hospital warned of complications 
following injections and approved their use only in 
cases of uterine degeneration or, sterility. He empha- 
sized that, first, if leukorrhea had existed for a long 
time, it should not be relieved suddenly for fear of evil 
consequent to the system’s having become used to the 
disease and, second, in old debilitated and scrofulous 
women the suppression of such secretions could not be 
well undertaken without first improving general con- 
ditions.** 

Hausmann in [’rance described a case of leukor- 
rhea treated by injections, followed by metroperitonitis, 
due to fluid entering the peritoneal cavity. Vidal de 
Cassis, experimenting upon cadavers in 1840 noted that 
fluid entered the oviduct in one case and the uterine 
blood vessels in another, but when administered mod- 
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erately, the fluid entered neither. Reassured by Vidal’s 
findings, Velpeau advocated injection therapy and ex- 
pressed a preference for silver nitrate to iodine solu- 
tions. Noeggerath in 1861 noted the serious reactions 
following the use of silver nitrate, mercury, and con- 
centrated mineral acids, but Sims stated that injection 
of glycerin, tincture of iodine and persulfate of iron 
into the uterine cavity was perfectly safe if proper 
dilatation of the cervix insured return of the fluid; 
otherwise attacks of uterine colic and other painful 
symptoms might arise.** 

Fumigation of the vagina and uterus was practiced 
by the ancient Egyptians, Hindus, and Greeks and by 
many others in succeeding centuries in treating many 
types of uterine disease. The Ebers Papyrus recom- 
mended having the fumes of wax and charcoal pene- 
trate the uterine cavity. Hippocrates advocated fumiga- 
tions with aromatic drugs to promote menstruation. He 
wrote: 

If a woman does not conceive and wishes to ascertain 
whether she can conceive, having wrapped her in blankets, 
fumigate below, and if it appears that the scent passes through 
the body to the nostrils and mouth, know that of herself she 
is not unfruitful.™ 
Hippocrates also recommended fumigations for ster- 
ility, prolapsed uterus, leukorrhea, to promote lochial 
discharge, for expulsion of the placenta, and to check 
morbid uterine discharges.* 

The purpose of fumigations was to open the cervix 
and fill the uterus .with medicated vapors. Pliny sug- 
gested fumigating with garlic, ammi, and rue.*? The 
early writers, in keeping with their belief that the 
uterus was a wandering animal attracted by pleasing 
odors and repelled by noxious smells, fumigated the 
vagina with aromatic concoctions and had the woman 
inhale fetid odors. The aromatics consisted of frank- 
incense, spikenard, cassia, and storax." 

The usual procedure was to place water and an 
aromatic substance in a large vessel with a reed run- 
ning through the lid. The cervix was dilated, and then 
the vessel was set over a hole in the earth containing 
burning wood and charcoal. As the fumes arose, the 
reed was inserted in the vagina.**** Soranus described 
the vessel used by Strato, pupil of Erasistratus, as being 
made of silver or bronze and covered with a lid of tin. 
Oribasius, quoting Antyllus, recommended that a simi- 
lar vessel be placed beneath the obstetric chair, a 
common practice among primitive people.* 

Application of leeches to the cervix through a 
tube was common practice from ancient times up te 
the twentieth century. Their use was advocated by 
Guilbert in 1826. Mitchell in 1849 described the pro- 
cedure. Eight to ten leeches were placed in a glass 
speculum plugged with lint at one end to prevent escape 
of the leeches at the mouth of the vagina. The tube 
was introduced and the leeches pushed up with the 
plug of lint. In 10 minutes the plug was withdrawn 
and the speculum retained until, in 10 to 20 minutes, 
the engorged leeches had dropped through the tube. 
Any that adhered to the membranes were removed 
by applying to the head of the leech’® a camel’s-hair 
pencil dipped into salt solution. 

An instrument maker in 1866 showed leech cages 
of wire gauze to be applied to the cervix.’* Gynecol- 
ogists in 1893 were still recommending use of leeches 
in uterine disorders. Leeches being hard to obtain, 
mechanical leeches were invented to scarify the cervix. 

Cupping was favored by Hippocrates; the cups 
were applied below the breasts in treating menorrhagia 
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and between the breasts to stop menstrual bleeding. 
Paulus warned against cupping too near the breasts 
as the cups might sink in and be difficult to remove." 
Following reduction of a prolapsed uterus Hippocrates 
advised cupping at the haunch, but Paulus preferred 
cupping at the navel. Soranus advised cupping in cases 
of amenorrhea. 

Cupping horns have been found in Egyptian 
tombs. The Hindus practiced cupping, bleeding, and 
use of leeches. They applied the larger end of the 
cupping horn over the scarified area and sucked air 
through a small hole in the pointed end. Sometimes 
they used a gourd, making a hole in it through which 
they inserted a burning rag. 

The cups of Celsus were made of horn or of cop- 
per. Oribasius mentioned glass cupping instrumenis. 
Paulus preferred copper to glass cups as they could 
stand more fire. Oribasius warned against silver cups 
as they might get too hot and cause burns. Paulus 
also described a dry cup, the vacuum being created 
by lighting a rag within the vessel. If dry cupping 
proved ineffective, then he advised scarifying the spot 
and using the dry cups again.** 

Before closing this discussion of treatments by the 
ancient physicians and those of the Middle Ages, men- 
tion should be made of clitoridectomy or female cir- 
cumcision. In the beginning this was a tribal custom 
almost as vicious as that of infibulation and the later 
use of the “girdle of chastity.” Clitoridectomy was 
practiced among certain tribes of Africa, Indonesia, 
and Peru; knives of stone or metal were used. In some 
cases part of the labia and clitoris was removed, 
in some only the labia, while in others only the prepuce 
was incised. Among the Arabs it was a deep insult 
to call a man “son of an uncircumcised woman.’’** 

Garrison stated that among Sudhoff’s discussions 
in his Dresden Catalogue of 1911, he notes circum- 
cision of women about 4,000 B.C. and a plaque record- 
ing a suit for the costs of clitoridectomy in 163 B.C.** 

In some primitive people, for example in Abys- 
sinia, this was an established custom because the clitoris 
developed to an exceptional size and interfered with 
intercourse and made childbirth difficult. As empha- 
sized by Ploss,** most of the customs of primitive 
people were interwoven with pregnancy and childbed. 
The rites and habits associated with sex matters were 
closely interwoven with magic. 

Hypertrophy of the clitoris and infections of the 
organ were described by the ancient writers. Aetius 
recommended excision of the clitoris by seizing it 
with forceps, pulling it forward and then resecting it 
close to the teeth of the forceps. Paulus in the seventh 
century noted this Egyptian custom, and Avicenna 
mentioned removal of the nymphae by the knife or by 

During the middle of the nineteenth century when 
gynecologic surgery became popular, excision of the 
clitoris became almost a mania, but, fortunately, it was 


short lived.** 


Seventeenth century 

The seventeenth century was the era of Harvey. 
Leeuwenhoek, Malpighi, Descartes, Sylvius, Willi-. 
Sydenham, Fabricus, LeClerc, and many other scier- 
tists. There came at this time a great change in tlic 
understanding of the physiology of generation; up to 
that time the Hippocratic concept had scarcely change. 
With this new century came a sweeping away of the 


Journat A.O..\. 
Vor. 56, Oct. 1956 


old idea that hysteria, or suffocation of the uterus, was 
responsible for all types of female disorders.” 

About 200 treatises were prepared on the anatomy 
of the female organs, some of them beautifully illus- 
trated. By the middle of the century about 100 studies 
of the ovaries had been published. 

Johannes van Horne, anatomist of Leyden, in 1622 
coined the term “ovaries”; until then they had been 
called female testicles.1° The first account of what 
came to be called the graafian follicles was given by 
Regnier de Graaf in 1672. With a few exceptions, his 
descriptions of the female genitalia remain accurate 


Fig. 4. Large unoperated ovarian cyst, postmortem in 45-year-old woman 
who had refused ovariotomy. The tumor had been growing for 10 years and 
had been tapped repeatedly. It was removed in order to get the body into 
a regular coffin; 2 gallons of fluid were withdrawn and about 2 gallons 
escaped; the tumor mass weighed 146 pounds (from L. A. Rodenstein, ref. 44). 


today. The term “gynecology” was first used in 1640 
by Johannes Lotichius. Tulp of Amsterdam in 1652 
described cervical polyps and hypertrophied clitoris and 
made the earliest true notations on. hydatiform moles ; 
he was also first to illustrate a double ovarian cyst. 

Indeed, the history of gynecology from this time 
on seems to be that of constant new discoveries or, in 
some instances, rediscoveries of facts long forgotten 
or discarded. 

Rodericus a Castro in 1603 prepared a textbook 
in which he described excision of a gangrenous uterus. 
lor excision of the clitoris the patient was placed on 
a stool and, while a strong-armed assistant held her 
steady, the surgeon in front of her exposed the parts 
with a speculum, grasped the hypertrophied part with 
a vulsella, and cut it off close to the teeth of the instru- 
ment. Then an astringent wine was applied to the bleed- 
ing surface and the part covered with a hemostatic 
powder and packs applied to promote scar formation. 
He also ligated a hypertrophied clitoris by tying it at 
its base with horsehair or silk thread dipped in aqua 
sublimate and tightening it daily. 

Van Roonhuyze** about midway of the century 
published his remarkable textbook on obstetrics and 
gynecology. Among his copper plate illustrations is a 
uterus containing a placenta and a fetus. He pointed 
out that prolapse of the uterus generally results from 
the inconsiderate grip of the midwife and not as gen- 
erally believed, to hard labor, strong outcry, vehement 
coughing, straining at stool, falls, blows upon the belly, 
holding the breath, violent horseback riding, sneezing, 
dancing, leaping with outspread legs, or catching cold. 
He reported a case of prolapsed uterus repeatedly 
treated by midwives by use of cork pessaries dipped in 
wax. Finally a midwife was unable to remove a pes- 
sary which was wedged in. A “doctress” pulled it out 
piecemeal with her fingers. When the uterus became 
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gangrenous, the woman told the husband to obtain 
strong urine from an old men’s home and bathe his 
wife’s body with it. Two more midwives failed to 
restore the uterus. When van Roonhuyze was called, 
he saw excision was demanded, and in the presence 
of two other physicians he drew down the prolapsed 
part, tied it with linen tape to prevent hemorrhage, 
and excised it with little bleeding. He applied proper 
dressings after cleansing with certain remedies “to 
prevent putrification and stench.’ 

Van Roonhuyze also attempted repair of vesico- 
vaginal fistula. He exposed the fistula with a speculum, 
denuded the margins except for the bladder walls, then 
approximated the edges and stitched them with needles 
of swan’s quills. He failed to state whether the patient 
lived. This preceded Sims’ remarkable operation by 
200 years. 

The seventeenth century is also noted for the 
works of Paul Portal, Francoise Mauriceau, Johann 
Scultetus, and Frederik Ruysch. 

Portal, a famous obstetrician, in 1685 gave the 
first detailed description of removal ef a hydatid mole 
by insertion of a finger into the uterus. His book con- 
tains a fine illustration of the mole.* Mauriceau, with 
van Deventer, is said to have laid the groundwork of 
modern gynecology and obstetrics. His textbook of 
1668 with its fine copper plates became a canon of that 
period.?? He portrayed the external genital area, which 
he called the “shameful parts,” showing the woman in 
lithotomy position. He apologized for the picture but 
considered it necessary for understanding the anatomy 
of the pelvic area. 

Scultetus*® prepared the greatest book of illus- 
trated gynecology and surgery and the instruments 
used. Published posthumously, in 1653, it went through 
cight editions during the seventeenth century and was 
revised in the eighteenth. Its fine copper plates show 
amputation of the breast and of the clitoris, insertion 
of the pessary for prolapsed uterus, and administration 
of a vaginal douche. There is also an illustration of 
what must have been a harrowing operation in pre- 
anesthesia days, amputation of the breast. Three coarse 
sutures were passed through the thickness of the breast 
for traction; then the breast was amputated with one 
stroke of the knife and the bleeding surface cauterized. 


Conclusion 

Thus briefly I have sketched the history of gyne- 
cology from about 2,000 years B.C. up to the eighteenth 
century. Seemingly so little was accomplished in that 
long stretch of years. Yet with little knowledge of the 
anatomy and physiology of the female organs, the 
medical man attempted much. Without asepsis, opera- 
tive measures failed miserably; without anesthesia 
suffering was terrible; but always there was hope of 
curing and hope of being cured. 

It is not possible, in this presentation, to cover the 
dramatic nineteenth century, the greatest century in the 
development of gynecology as a science. It is a stirring 
story of discoveries, of daring operations, of storms 
of opposition, and of gradual progress. The century 
opened with McDowell’s*® ovariotomy performed on 
the women he immortalized, Mrs. Crawford. Simp- 
son*' demonstrated Wells’ technic. By the middle of 
the century ovariotomy was an accepted operation with 
its own kit of tools.4* The profession was horrified by 
the “murderers” who dared hysterectomy, but oper- 
ations continued and the technic was soon well worked 
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Sims’ successful repair of a vesicovaginal fistula 
brought him the label of “humbug” and “quack,” and 
the invention of the curet breught violent opposition. 

As one writer*® has said, we realize that gyne- 
cology of today is to a great extent a rediscovery of 
procedures which had been forgotten plus the addition 
of scientific knowledge of bacteriology, asepsis, and 
modern operative methods. Another interesting fact 
stands out when we look back over the history and 
development of gynecology. It is that progress in the 
treatment of gynecologic diseases has been made largely 
on a purely empirical basis, for the knowledge of the 
fundamental physiology of the female reproductive 
system has been gained only very recently, in spite of 
the interest manifested in the subject since the earliest 
recorded medical history. 

We, as gynecologists, have come a long way, be- 
cause of the daring of the pioneers in our field. At the 
hundredth celebration of McDowell’s epoch-making 
operation, Hofmeier™ said: 

. when we review the past and see what difficulties and 
prejudices the best men of our profession had to contend with, 
and how many trifling details which we now know were quite 
unnecessary and unimportant were considered at different times 
of the greatest importance and indispensable to success, ought 
we not be modest in regard to our estimation of our present 
theories? For many of the things which we nowadays think 
absolutely necessary may be relegated to the lumber-room in 
the future, just as the spray has been, and in this connection 
the history of the first one hundred years of ovariotomy should 
be a useful lesson to us all. 

Aveling** spoke of the rejection by the Royal 
Medical and Chirurgical Society of London of Blun- 
dell’s paper of 1823; Blundell was far ahead of his 
time when he predicted safe invasion of the abdomen. 
Aveling pointed out that the occurrence was a lesson 
to individual workers not to be discouraged by oppo- 
sition even from the highest quarters. It was encour- 
agement to work on honestly and fearlessly, indifferent 
to ignorant and captious criticism, caring more for their 
own self-respect than the praise or blame of others. He 
stressed that such workers can always be confident that 
honest work must in the end make for the benefit of 
their fellow-creatures, whose health and happiness are 
the aim and end of all their labors. 

Finally, we can say with Jenks,’ 

... the temple at which we figuratively worship has been prin- 
cipally in the hands of master workmen. Bunglers have some- 
times marred its beauty and perhaps for a time have built 
unwisely; a wall has had to be pulled down here and another 
repaired there; delays have occurred and sometimes it has been 
partially destroyed, but the foundation has remained firm, and 
has continued to grow more and more perfect in structure. But 
the time of its completion we know not. We only know that 
the work of its construction will continue until the time the 
human race has arrived at that happy period, when there are 


no more lives to be saved, and no more suffering to be relieved. 
113 W. Griggs Street 
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Detroit, Michigan 


I, THIS PAPER I shall limit my discussion to 
malignant tumors affecting the organs of the reproduc- 
tive system. Malignant growths affecting the rectum 
and bladder present all the dire complications which ac- 
company similar tumors elsewhere. What is true of 
one is true of the other. ; 

Radical surgery of pelvic carcinoma is closely 
bounded by three basic and fundamental facts: 

1. The diagnosis must be comparatively early. 

2. The patient must be carefully chosen. 

3. The surgeon must be qualified. 

If it were not for the fact that every soft tissue cell 
in the body is more or less in direct contact with the 
lymphatic and vascular drainage systems, surgical 
elimination of a malignant focus might be much sim- 
plified. But because of those drainage systems, the sur- 
geon is unable to determine in most cases whether he 
is dealing with a sharply localized disease process or 
whether he is attempting the hopeless task of removing 
only a part of the process which has already sown its 
seeds into far distant organs. It is this frightening un- 
known that dictates the prognosis. 

For purpose of illustration it may be said that all 
primary cancers begin as tiny nidi of anaplastic cells, 
which, for reasons unknown, become anarchistic. An- 
archistic cells are always a menace to the life of the 
patient. 

In the beginning these tiny groups of anaplastic cells 
are under control, strictly localized, and within bounds. 
These in situ clumps, if removed or completely de- 
stroyed, cannot thereafter menace the life of the pa- 
tient. In other words, the cure of carcinoma in situ is 
a very simple matter. The great hazard of carcinoma 
in situ arises from the fact that it all too often remains 
undiscovered and progresses beyond the point of re- 
moval. 

One should be able to visualize the anatomy of the 
pelvis, the most important structures of which are the 
lymphatic channels and nodes. Contemplation of these, 
and the physiology involved, should certainly dampen 
enthusiasm toward any attempt at radical surgery in 
late involvements of the pelvic organs in malignant 
processes. 

The lymphatics of the uterus are contained in 
three main plexuses. The largest collecting channels 
are through the parametrium along the course of the 
uterine vessels. The drainage from the fundus of the 
uterus is outward through the broad ligaments, along 
with the ovarian lymphatics, to the periaortic nodes. 
Sometimes there are drainage channels along the in- 
uinal ligaments to the femoral nodes. There are chan- 
nels to the ureteral, lateral sacral, and promontory 
nodes. In carcinoma of the cervix these nodes may be- 
‘ome involved early. 
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The role of R ADIC AL surgery 
in CANCER of the femate PELVIS 


For the most part, lymphatic channels and nodes 
are in close relationship with the great blood vessels. 
All lymph eventually pours into the blood stream by 
way of the cisterna chyli and thoracic duct; this ac- 
counts for the tendency for metastases to lodge in the 
lungs. 

Naturally, any radical surgery for pelvic cancer, 
in order to be definitely successful, must include re- 
moval of every lymph channel and node that might be 
harboring a metastatic cancer cell. This requires surgi- 
cal dissection, which in some cases may be very for- 
midable. And dissection necessitates careful search 
over a wide area. If involved lymph channels and nodes 
are not removed, the operation only delays the disease 
process, and in some cases hastens it. 

More tragic are those cases in which the surgeon 
inadvertently dissects into an area which is so invelved 
in cancerous process that he is obliged to cut through 
the mass. The operation might better be abandoned at 
this point if that is possible, for if dissection must pass 
through definitely cancerous tissue, the operation is 
worthless. 

I realize that this complication cannot always be 
foreseen. But when the abdomen has been opened and 
the examination discloses “frozen” areas which can- 
not be cleanly removed, the surgeon has no moral right 
to begin a radical operation. A surgeon’s remark, “I 
got most of it,” when he knew in the beginning that 
he could not remove all of it, is self-incriminating and 
ridiculous. 

The surgery of cancer is really specialty surgery. 
It differs from ordinary surgery in which the operation 
stays close to the pathologic lesion. In cancer surgery 
the surgeon attempts to work wide of the lesion. 

In sarcomatous growths the prognosis is perhaps 
less hopeful than in carcinomatous. The metastasis of 
sarcoma is largely by way of the blood vessels. This is 
because of the close family relationship between the 
sarcoma cells and the endothelial cell lining of the blood 
tubules. Sarcoma cells meet little resistance from their 
brother cells as they seek to invade the vessels. 

In cases of sarcomatous tissue, excision of involved 
blood vessels may be quite impossible without immedi- 
ate danger to the patient’s life. Such involved vessels 
may be filled with sarcoma cells, and embolic accidents 
and metastatic spread are prone to occur. 

The diagnosis of pelvic cancer must be made early 
if a successful radical operation is to be performed. 
The great majority of pelvic carcinomas are of the 
squamous cell type, originating at the external os of 
the cervix where the squamous covering of the vaginal 
cervix meets the columnar cell lining of the endocervix. 
This is the critical area. Fortunately it is within easy 
view and is accessible. 

The primary squamous cell carcinoma begins as 
a carcinoma in situ, and if discovered in this stage, it 
may be easily cured by removing the affected area in 
toto. Unfortunately the majority of patients do not 
present themselves until the carcinoma in situ has 
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broken out of bounds, or, if they do present them- 
selves, the physician fails to recognize the disease. 

Any suspicious area seen or palpated in the region 
of the external os should be considered potentially dan- 
gerous until proved otherwise. The first procedure is 
to obtain a Papanicolaou smear. The pathologist has 
little difficulty in sensing the presence of cells that hint 
of malignancy in these smears. If the smear is positive 
or suggestive, the suspected area should be cleanly 
removed by excision of a wedge of tissue for laboratory 
examination. 

Indeed, when all women past the age of 35 submit 
themselves twice yearly for Papanicolaou smears, the 
incidence of inopérable uterine carcinoma will be ma- 
terially reduced. Of course this program would not 
detect cancer which sometimes occurs in younger 
women. The latter should receive thorough investiga- 
tion of the least vaginal complaint. 

In adenocarcinoma of the endocervix and of the 
endometrium, the Papanicolaou smear is of great diag- 
nostic value. Light curettage of the endocervix and 
submission of the obtained material to the laboratory 
should also prove diagnostic. 

In a proved case of carcinoma of the cervix the 
surgeon’s responsibility begins. Is the case sufficiently 
early to warrant radical surgery with a hope that cure 
will result? Of course, if the lesion proves to be carci- 
noma in situ, prompt total hysterectomy can be ex- 
pected to cure the patient. If the malignant cells have 
broken through the basement membrane and are out 
of bounds, radical surgery comes under consideration. 
The surgeon must decide whether a radical operation 
promises more to the patient than does radium and 
x-ray therapy. 

Some malignant growths metastasize very early, 
gaining access to lymph nodes at a distance. It is quite 
impossible to be certain of the operability of a given 
case by palpating the parametrium. In some cases, the 
thickened parametrium is quite free of metastatic cells 
while in other cases, normal appearing parametrium 
may contain many metastatic cells. 

A uterus that is fixed or frozen must be consid- 
ered beyond the help of the surgeon. A growth that 
has invaded the parametrium and the upper vagina may 
still be amenable to radical surgery, yet the chances 
for cure are much less. 

Only by investigation of the pelvic organs from 
within the abdomen can a clearer picture be had. Such 
investigation must cover all the lymphatic channels 
that might possibly be involved. If the nodes in these 
areas are not enlarged and if there is no evidence of 
carcinomatous masses or thickenings outside the uterus 
and parametrium, radical surgery is probably quite in 
order. 

The general physical condition of the patient is 
important. The mortality rate following radical surgery 
mounts rapidly in those above the age of 55 years. 
Short obese women are definitely bad risks. Only 10 
to 15 per cent of patients with cancer of the pelvis 
are suitable for radical surgery. The others are too 
late. 

As I have mentioned previously, radical surgery 
is extensive and hazardous. In the days of Wertheim 
the surgical mortality rate was about 40 per cent. In 
modern surgery, with its antibiotic support and with 
the aid of proper anesthesia, the mortality rate has 
been reduced to about 5 per cent. However, only 40 
per cent of the patients who submit to radical surgery 
are alive after 5 years. 

The greatest hazard in radical surgery for pelvic 
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cancer is injury to the urinary system, especially to the 
ureters. The ureters are particularly exposed to danger 
where they pass through the parametrium. The ureters 
must be exposed in these areas, and the surrounding 
parametrial tissues must be removed. Injury here may 
necessitate reimplantation into the bladder. Among 
other injuries are division of a ureter, ureterovaginal 
fistula, and ureteral stenosis. Injuries to the bladder 
may result in atony and vesicovaginal fistula. 

After many years of surgical experience I must 
confess that I am very pessimistic about any sort of 
treatment for deep-seated carcinoma which has ad- 
vanced to the stage of metastasis. This feeling is not 
present when I consider skin cancers, very early can- 
cers of the breast, and the low-grade breast cancers 
sometimes seen in the very aged, although even in the 
latter, if metastatic lesions are present, no cure can be 
had. 

I have seen many patients wither and die under 
the best irradiation treatment. I have seen many pa- 
tients in whom the cancerous disease has apparently 
been stimulated by surgical intervention. On the other 
hand, I have known patients to remain in good health 
for many years following irradiation and even after 
treatment by Percy cautery. However, these miraculous 
cases are greatly outnumbered by those patients who 
have steadily deteriorated and died within a year or two 
in spite of all efforts to save them. 

I believe there is no answer to date to the question : 
What is the best treatment for deeply situated cancer! 
Intensive radium and x-ray treatment is considered a 
terrible ordeal by most patients. Many claim they would 
rather die of cancer than to be required to repeat such 
therapy. 

It is also difficult to advise the patient who has 
moderately advanced cancer. Eventual death, barring 
miracles, is certain. Shall the patient be submitted to 
irradiation therapy with all its disagreeable effects, 
with little hope of cure, or shall she be permitted to 
die in what peace nature grants her? I do not know the 
answer. 

It is my belief that radical surgery in properly 
chosen cases has an important place. It at least makes 
an attempt to eradicate the disease, and there is no 
doubt that such surgery sometimes cures and often 
prolongs life. 

Whether irradiation should follow radical surgery 
is a moot question. Other than the misery caused by 
such therapy, there perhaps are no serious objections. 
On the other hand, irradiation therapy before radical 
surgery is not to be recommended. If more than a 
few months elapse after such therapy, the radical oper- 
ation is much more difficult and hazardous because of 
the resulting fibrosis. 


Summary 


Early diagnosis of any malignant growth is of tre- 
mendous importance. 

The Papanicolaou smear is a very valuable diag- 
nostic aid. 

Patients for radical surgery must be carefully 
chosen and the surgeon must be well qualified for such 
work. 

Surgery is admissible in only 10 to 15 per cent 
of cases. 

The surgical technic is difficult, and the operation 
is necessarily extensive. Only 40 per cent of the 


patients operated upon are alive after 5 years. 
5435 Woodward Ave. 
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INFERTILITY 


Its investigation 


and treatment 


MAURICE C. KROPF, D.O. 


Orrville, Ohio 
A LITTLE APPRECIATED fact is that one in 


every ten marriages is barren.’ The terms “infertili- 
ty,” “low fertility,” “subfertility,” “barren marriage,” 
and “sterility” are used frequently in discussions of the 
subject. I prefer the word “infertility” since “sterility” 
seems so final, and the condition actually may only be 
temporary. Treatment of infertility requires a great 
deal of time and patience, but the physician who is able 
to treat this problem successfully renders a distin- 
guished service. 

Study of infertility has gone far beyond the thinking 
that the female partner is the cause of the barren mar- 
riage. Statistics reveal that the male is responsible in 
40 per cent of infertile marriages; some factor occurs 
in one or both partners in 90 per‘cent; in 10 per 
cent of cases there are no objective findings.” It is 
important to impress upon couples seeking help that 
they should approach the solution to their problem as 
a single biologic unit, rather than to try to place the 
blame on one or the other. 

The basic factors to consider in investigation of the 
problem of infertility are the following: 

1. Male: The husband must produce a sufficient num- 
ber of normal spermatozoa which, in a medium of fa- 
vorable prostatic and vesicular secretions, must have 
accessible passageways to the outside. 

2. Male and female: Spermatozoa must be deposited 
in the female in such a way that they reach and pene- 
trate the cervical secretion and ascend through the 
uterus to the tube at the time in the cycle appropriate 
for fertilization of the ovum. 

3. Female: The wife must produce normal fertiliz- 
able ova which must enter the tubes within a few hours 
and become fertilized. The resulting conceptus must 
move into the uterus and be implanted in an adequately 
developed endometrium and undergo development. 


Investigation 
The first essential is to establish a good patient-phy- 
sician relationship. If the wife comes alone at the first 
visit, the general plan of investigation that is necessary 
should be explained to her and. she should be urged to 
bring her husband to the next interview. She should 
be given an infertility questionnaire which she and her 
husband can fill in together before their joint interview. 
The questionnaire is valuable. It is an indicator of the 
thoroughness that is necessary for the investigation and 
is a valuable time saver. 
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The second interview is the joint interview, and with 
the questionnaire already properly filled in, the phy- 
sician has the opportunity to discuss any part of the 


information it contains with the couple. From this in- 


formation some conclusions can be drawn that will de- 
termine lines of investigation. From the questionnaire 
it will be determined if any further history is needed 
from either partner, alone or jointly. Some recommend 
that any further information be obtained from them 
separately. 

The joint interview is the time to discuss frankly 
the probable length of time required for the examina- 
tion and the expense involved. Surely there is no better 
way to establish a good patient relationship than to have 
a frank discussion at the beginning of the investigation 
of this very important and intimate problem. 

First of all, a differential diagnosis must be made in 
order to establish the kind of treatment necessary. Im- 
paired fertility is most often not due to a single cause 
but to a multiplicity of factors—systemic, local, nutri- 
tional, glandular, and emotional. These causes are inter- 
related: One factor cannot be considered without the 
others, and each case must be dealt with as a dual prob- 
lem, but as a biologic unit formed by the male and 
female. It is better if the “blame” can be attributed to 
both partners rather than to only one. That way one 
partner cannot blame the other, and both will cooperate. 

Although it is purely optional as to which partner 
should be examined first, I have found that a boon to 
the male ego and better cooperation results if the ex- 
amination of the female is made first. 

The Female.— 

In the general examination of the female the physi- 
cian should note the presence or history of any of the 
following which may be a factor in lowered fertility :* 
pulmonary tuberculosis, pneumonitis, malaria, diabetes 
mellitus, mumps, cryptogenic fevers, syphilis, nephrosis, 
hyperthyroidism, hypothyroidism, tuberculosis, nutri- 
tional deficiencies, neurasthenia, anxiety neuroses, and 
narcotic drug addiction. The presence of an osteopathic 
lesion should also be noted. 

The local examination should determine the presence 
of any of the following factors which may be the cause 
of sterility :* cervical strictures, vaginismus, gonorrheal 
salpingitis, tuberculous salpingitis, tuberculous endo- 
metritis, pelvic inflammatory disease, ruptured appen- 
dix, endometriosis, deep cervical lacerations, tumors of 
uterus, previous abdominal surgery, too vigorous dila- 
tation and curettage, congenital deformities of the geni- 
talia, anovulatory menses, overexposure to x-rays, and 
prolonged exposure to lead or mercury. 


The vaginal examination should also include testing 
the hydrogen ion concentration of the vagina ; normally 
this is 4 to 5; that of the cervical canal is 7 to 7.5. 

A routine hanging drop culture is taken to learn if 
Trichomonas and monilia are present. The cervix is 
studied to determine the presence of endocervicitis, ec- 
tropion, entropion, cervicitis, prolapsing fibroids, and 
polyps. The canal should be probed for strictures. 

The size, shape, and consistency of the uterus must 
be evaluated. The position of the uterus may be a factor 
in sterility although it is not believed to be an important 
one. Sometimes pregnancy does follow replacement of 
a retrodisplaced uterus ; however, improvement of cir- 
culation and resultant healthier and normal tissue may 
be the reason rather than the actual mechanics involved. 

Often in sterility cases the uterus is hypoplastic, 
usually as a result of an endocrine deficiency. This may 
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indicate a general systemic underdevelopment that has 
existed since puberty. 

Fibroids of the uterus are many times responsible 
for sterility; in those cases myomectomy is necessary 
before conception can occur. Congenital anomalies of 
the uterus which may be the cause of sterility can easily 
be mistaken for fibroids. Hysterography will establish 
diagnosis. Adhesions and endometriosis may cause in- 
fertility, producing an actual mechanical block. 


Ovarian dysfunction contributes much to infertility 
and is responsible for many early abortions. Careful 
study of endometrial tissue of patients prone to infer- 
tility or abortion shows the need of hormonal therapy 
to improve the endometrium. Three conditions are men- 
tioned by Frost* which may cause sterility as a result 
of failure of good ovarian function: (1) anovulation 
without corpus luteum formation (true anovulatory 
bleeding), (2) anovulation with subsequent corpus lu- 
tem formation (luteinization of the eggless follicle), 
and (3) ovulation without subsequent corpus luteum 
formation (postovulatory secretory arrest). 

Certain tests are valuable in establishing the cause 
of infertility. They include: 

Tubal insufflation: This is best done just before 
midcycle. The condition of the pelvis should be ascer- 
tained before this test is performed. The history and 
previcus examination should reveal whether there is 
any contraindication to the procedure. 

Endometrial Biopsy : 

This procedure is essential, for the results reveal if 
the patient is ovulating and also the maturation of the 
endometrium (its secretory activity). The best time to 
perform endometrial biopsy is within 12 hours of the 
onset of menstruation or 2 to 4 days before the esti- 
mated onset; that is, 10 to 12 days following the con- 
sistent basal body temperature rise after the midcycle 
dip. 

I prefer the Novak curet for removal of tissue. A 
strip of endometrium is picked up, blown out of the 
curet with a syringe, and placed in a fixative. The test 
is repeated in three different cycles (in conjunction 
with basal temperature curves) if at the first biopsv 
the endometrium is found to be anovulatory. It is well 
known that some women experience an occasional an- 
ovulatory cycle. 

Temperature Graphs: 

Regular recording of temperature aids greatly in dif- 
ferential diagnosis. An atypical curve may indicate de- 
fective hormone function. With this method the cycle 
can be established and the best time for intercourse 
advised. Establishment of the probable ovulation time 
should be accomplished within 4 months. Although ovu- 
lation usually occurs between the eleventh and four- 
teenth days of the menstrual cycle, it may occur at any 
time. 

Failure to conceive may be due to wrong timing of 
coitus in relation to the time of ovulation. It is there- 
fore important to vary the time of coitus in different 
cycles. However, even though temperature graphs are 
helpful in some cases, it is important that the patient 
not become a slave to the thermometer. 

The Huhner Test: 


From this test it can be learned if the male is able to 
deposit sperm in sufficient quantity in the vagina and 
if the vaginal and cervical secretions are receptive to the 
sperm so that their motility is retained long enough for 
conception to occur. The test is interpreted according 
to the number of sperm per high power field in relation 
to the time which has elapsed since coitus; that is, 5 to 
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20 plus per high power field with 50 per cent active at 
4 hours and 25 per cent active at 12 hours is considered 
compatible with ability to fertilize. 

Recent investigation has disclosed that the number 
of sperm in the cervical canal is of more importance 
than the number found in the posterior fornix. 

Uterosalpingography : 

If the first two tubal insufflation tests indicate occlu- 
sion, uterosalpingography should be performed in order 
to determine the point of tubal obstruction. The pro- 
cedure should be performed immediately before the 
midcycle. Occlusion at the fimbriated end has a better 
prognosis than its occurrence at the isthmic end. 


Positive diagnosis of tubal occlusion should not be 
made until after a uterosalpingography has been per- 
formed a second time. In infertility cases, this diagnos- 
tic method may also be therapeutic. In some patients 
pressure of oil has apparently opened occluded tubes, 
the tubes being patent upon re-examination. 

Pregnanediol Excretion: Since pregnanediol appears 
in the urine soon after ovulation, its presence indicates 
a functioning corpus luteum which is secreting proges- 
terone. Briefly, several 12-hour urine specimens col- 
lected after the twentieth day of the cycle are necessary 
for estimation of pregnanediol. 

The Male.— 

The objective survey of the male may give informa- 
tion which is valuable in determining the cause of in- 
fertility. Is he a big virile man, or does he possess 
feminine characteristics such as scanty beard, wide 
hips, and breast enlargement? Are marked characteris- 
tics present which point to endocrinopathies ? Much can 
be learned from his handshake. In short, it is just as 
necessary for the physician to use all his powers of ob- 
servation in infertility problems as it is in any other 
diagnostic problem. 

From the infertility questionnaire which was given 
to the wife at the first interview can be learned the 
pertinent things about his history. At the time of his 
examination, the history can be enlarged upon. The 
physician should inquire thoroughly. The husband’s 
story should be checked against the wife’s. 

In the general examination the physician should look 
for and inquire about conditions which may be respon- 
sible for lowered fertility such as pulmonary tubercu- 
losis, tuberculosis of genitals, physical and mental 
exhaustion with weakening libido, excessive use of al- 
cohol and tobacco, dietary deficiencies, ineffective sexual 
technic, impotence, premature ejaculation, sexual per- 
versions, neurasthenia, anxiety neuroses, narcotic drug 
addiction, diabetes mellitus, mumps, syphilis, and gonor- 
rhea and its sequelae.® 

In the local physical examination evidence of the 
following should be looked for: syphilis, atrophied 
testes, herniorrhaphy and its possible effect on th: 
spermatic cord, prostatic abscess, injury to verumon 
tanum, hydrocele with epididymitis, surgical procedures 
for urethral strictures, trauma to the testes, overexpos 
ure to x-rays, varicocele with soft testicle, undescended 
testes, hypospadias or epispadias, epididymitis—tuber 
culous or gonorrheal, occlusion of vas deferens, and 
torsion of testes with hemorrhage.* 


Fibrosis of the corpora cavernosum may caus: 
chordee and make coitus too painful or impossible. Rec- 
tal examination of the prostate and seminal vesicles 
may reveal residual inflammation as shown by enlarge- 
ment and tenderness ; pus cells will be evident at micro- 
scopic examination of secretion. 

The possibility of an osteopathic lesion or of a con- 
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genital defect of the spine that produces a herniated disk 
syndrome must not be overlooked. 

Several tests are also used in determining the fertility 
index of the male: 

Examination of the Semen: In the male, this is the 
most important test. Diagnosis should not be made on 
the basis of one examination of semen; the quantity 
and quality of semen may differ, and more than one 
specimen should be evaluated. 

Routine Laboratory Tests: A complete blood count 
should be made, and the Rh factor should be deter- 
mined. The basal metabolic rate, erythrocyte sedimen- 
tation rate, and blood cholesterol level should be de- 
termined. A complete urinalysis and the two-glass urine 
iest should be performed. Centrifuged urine should be 
examined for the presence of Trichomonas and yeast. 


Treatment 


Following painstaking investigation and accurate dif- 
ferential diagnosis, treatment will depend on the etio- 
logic factors and will be surgical or endocrine or both. 
In addition, measures should be taken to build up the 
general health of the patients. The fact that the couple 
has come for treatment is, in itself, an aid to overcom- 
ing infertility, since it indicates that the two are recep- 
tive to suggestions. Periods of abstinence from the 
sexual act may improve spermatogenesis so that con- 
ception results. 

The Female.— 

An imperforate hymen must of course be resected. 
Vaginismus resulting from dyspareunia due to any 
lesion of the genital tract requires removal of the cause. 
Congenital vaginal defects require plastic surgery. 

Cervical lesions usually are multiple, but some are 
amenable to treatment by simple cauterization or coni- 
zation. In some cases dilatation for stricture or curet- 
tage for polyps is necessary. 

In other cases simple procedures are not sufficient. 
Ectropion, which is often the cause of one- and two- 
child sterility, may require trachelorrhaphy. Opinion is 
divided on performance of trachelorrhaphy in such 
cases, however. Although it has been the belief that 
pregnancy and normal labor cannot follow this opera- 
tion, Solomon® has presented evidence to the contrary 
based on data from 540 of 720 patients who underwent 
surgery. 

Conditions which required surgical treatment were 
leukorrhea (the predominant symptom, cure of which 
follows removal of erosions or other abnormality and 
relieves sterility), one-child sterility, cervical erosion, 
ectropion, and hypertrophy with or without prolapse of 
the uterus. Of the 540 patients on whom data were 
collected, 221 (about 41 per cent) became pregnant. Of 
the total number who became pregnant, 18 had miscar- 
riages; of these, 4 operations had been performed for 
prolapse, 9 were circular amputations, and 5 were 
Schroeder operations. Of the total who later became 
pregnant, trachelorrhaphy was performed in 134, 
Schroeder operation in 45, circular amputation in 34, 
and surgery for prolapse in 8. None of the patients 
experienced difficulty in labor. 

These results seem to indicate that when cure by 
cauterization is uncertain, careful surgery relieves 
sterility and results in no difficulties in delivery. In ad- 
dition, since pathological cervical processes predispose 
to cancer, it is believed that the number of trachelor- 
rhaphy and amputation operations performed in Ireland 
has contributed to the low incidence of cervical cancer 
in that country. 
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Care of cervical conditions results in better reception 
for the sperm. Penetration of sperm through healthy 
mucus is easier than through mucus secreted by a dis- 
eased cervix or uterus. 

Dilatation and curettage should be performed in 
cases of chronic endometritis in order to remove the 
hyperplastic layer. 

Uterine fibroids can at times be resected. The phy- 
sician should not make haste to remove a fibrotic uterus 
from a young woman or a woman who desires more 
children. First, hysterography should be performed in 
order to determine the capacity of the uterus for carry- 
ing a pregnancy to term. Submucous fibroid is more 
often the cause of abortion than is myoma. 

Malpositions of the uterus, particularly retroversion 
and prolapse, should be corrected. Pregnancy frequent- 
ly follows. 

The site of obstruction of blocked tubes is best de- 
termined by salpingography. Surgical removal of the 
obstruction is indicated in combination with a plastic 
operation. 

Endometriosis which is causing infertility should be 
treated as radically as necessary, but reproductive func- 
tion should be preserved. 

Following thyroid therapy, Frost‘ has noted im- 
provement in the endometrial tissue and noticeably 
improved regularity in the menstrual cycle. Estrogenic 
hormones are used in treating the hypoplasia. Estrogen 
is used in the first part of the cycle and progesterone 
in the latter half. In a short cycle, progesterone therapy 
is started as early as the ninth or tenth day. In patients 
with secretory arrest and short cycles, progesterone 
alone was given in large doses. Improvement can be 
proved by means of the basal body temperature charts 
and endometrial biopsy. 

Thyroid is administered to patients whose basal 
metabolic rate is less than 0. It is given to its full 
therapeutic effect. 

The Male.— 

The male does not offer as many surgical approaches 
to the problem of infertility as does the female. If 
orchiopexy is to be effective in later life, it should be 
done before puberty. Strictures of the scrotal portion 
of the vas deferens are treated by resection and end- 
to-end anastomosis. Occlusion of the ejaculatory ducts 
by strictures may occasionally be treated by dilatation 
with an endoscope. The most frequent cause of ob- 
structive sterility in the male is bilateral epididymitis 
which is best treated by vasoepididymostomy, but only 
10 per cent of these procedures are successful.* 

Cryptorchism causes degeneration of the testicle 
due to pressure and to the higher body temperature. 
The use of chorionic gonadotropic hormone between 
the ages of 4 and 5 years results in some improvement. 
The dosage is 250 to 500 international units two times 
weekly for 6 weeks. If no improvement occurs, this 
should be abandoned and surgery performed at this 
age before damage occurs to the testicle. 


Mumps convalescent serum is useful. Stilbestrol in 
a dose of 1 mg. three or four times daily for 7 days 
is effective in preventing orchitis. The infertile male 
patient should not work in occupations in which he is 
constantly exposed to high temperatures. Wearing of 
jockey shorts acts much like cryptorchism in that the 
testicles are kept too high and too warm, thus prevent- 
ing proper spermatogenesis. 

The use of testosterone has merit in improving the 
status of males who are found to be subfertile on the 
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basis of poor sperm counts. Depot testosterone is used, 
the theory being that with the cessation of treatment 
there is improvement in the condition. Testosterone im- 
plants are also used. Extreme asthenospermia and oligo- 
spermia were invariably unaffected by implants accord- 
ing to Swyer.® It is suggested that moderate deficiency 
in the number of sperm (15 to 20 million per cc. of 
poor motility—other than extreme asthenospermia) 
with fair or good density offers the best chances of 
improvement after implantation with testosterone; 
amounts of 200 or 300 mg. are used. In Swyer’s series 
the wives of twenty men became pregnant (twenty-two 
pregnancies ), all within 6 months of the implantation ; 
five pregnancies ended in abortion, the rest went to 
term. 

In the male, also, hyperthyroidism and hypothyroid- 
ism should be treated. 


Summary 

Male and female responsibility for infertility is 
about evenly divided. 

In the investigation of their infertility, the couple 


An EVALUATION of 


the procedure of 
trial forceps 


CARL WATERBURY, D.O. 

Chairman, Department of Obstetrics 

Des Moines Still College of Osteopathy and Surgery 
Des Moines, Iowa 


I HE PURPOSE of this article is to define and 
to some extent evaluate the concept of trial forceps. Be- 
cause of the controversial nature of this procedure, and 
because there is no clear-cut definition of it in the litera- 
ture, the term “trial forceps” will be used in this paper to 
refer to the procedure of making a cephalic application of 
forceps in the midpelvis or a lower plane, following 
which trial traction is applied in an attempt to accom- 
plish vaginal delivery without injuring the mother or 
the fetus. It must also be understood that trial forceps 
procedures imply that in some instances a failure of 
forceps will be encountered and, therefore, this paper 
must necessarily attempt to evaluate the procedures 
which can best correct the failure. It can be said, then, 
that trial forceps is an extension of the philosophy of 
trial labor and must not be confused with test of for- 
ceps any more than test of labor is to be confused with 
trial labor. 


Source of material 

The material used in this article is derived pri- 

marily from recent literature appearing in accepted 

medical journals. In addition, several obstetric author- 

ities were contacted by letter, and their opinions are 
also given. 
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should be considered as a biologic unit rather than as 
two separate individuals. 

A complete physical examination and a thorough in- 
vestigation of both partners are essential. 

Certain specific tests are necessary in an effort to 
elicit the etiologic factors. 

Treatment depends on the causative factors and, 
aside from general measures, will be surgical, endocrine, 
or both. 

217 N. Vine St. 
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It is immediately apparent to anyone searching the 
literature that there is a wide difference of opinion and 
statistics concerning midforceps operations in general. 
An example of this wide variation is seen in the opin- 
ions and statistics expressed by Steer’ and by Wein- 
berg.? Steer has shown that midforceps operations per 
se resulted in a fetal mortality of 4 per cent as opposed 
to 0.1 per cent for cesarean section in the group of 
women studied. Furthermore, the incidence of further 
childbearing in this group was markedly reduced in the 
women who had had previous midforceps deliveries. 
Weinberg, on the other hand, in a group of 1,000 mid- 
forceps deliveries had a corrected fetal mortality rate 
of 0.5 per cent. In Steer’s group there was one mater- 
nal death in 227 midforceps deliveries. In Weinberg’s 
group there were no maternal deaths. 

One other point of major significance is that until 
quite recently, most studies of failed forceps showed 
that the final method of delivery was other than cesar- 
ean section. This is borne out in studies by Eadie and 
Keettel,*? Law,* and Gadd.° These men also show that 
the high fetal death rates resulting from the failure of 
forceps delivery is due primarily to malposition of the 
head, undilated cervix, and fetal disproportion. It may 
be logical, therefore, to say that whenever failure of 
forceps is corrected by timely and properly performed 
cesarean section, fetal mortalities are greatly reduced. 
This opinion is strongly upheld by Weinberg*® and 
Randall.? 


Prerequisites and technic 
The technic of trial forceps is that of any mid- 


‘forceps operation to which is added the extra caution 


and gentleness of an operator who understands the sig- 
nificance of the term “trial.” The procedure is justi 
fiable only in a hospital with adequate obstetric ani 
surgical facilities. 

The patient must be delivered on a split table. 
never a full table, in the lithotomy position, thighs wel! 
apart and flexed. In my opinion, a complete manua! 
examination before application of forceps is mandator\ 
in order to determine fetal position and to acquaint the 
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operator with the architecture of the pelvis. Many 
catastrophes can be avoided if this is done. A cephalic 
application of forceps is always made, followed by 
rotation 1t necessary. Any forceps can be used. In our 
hospital, preference is given to the Luikart-McLean 
forceps, but probably the instrument of choice is the 
one with which the operator has the greatest skill. 
Following application, gentle traction is effected, with 
a traction handle if desired. This traction may be 
accompanied by moderate abdominal pressure by an 
assistant. Traction must be interrupted frequently to 
determine the degree of descent and effect on the fetus. 
The obvious danger here is that the inexperienced 
operator will give up too quickly,’ while the overcon- 
fident physician may convert the procedure into a test 
of strength. An available operating room should be held 
in readiness so that in the event of failure, the least 
possible time will be lost before cesarean section can 
be done. The method of choice for correction is cesar- 
ean section,® *® either extraperitoneal or low cervical. 
Classical cesarean section is contraindicated.” 

The anesthesia of choice for trial forceps is some 
form of conduction anesthesia; caudal, epidural, and 
saddle block are all satisfactory.*’ This method of 
anesthesia causes the least fetal distress. Also, if the 
attempt at vaginal delivery fails, the patient is able to 
undergo immediate cesarean section with little or no 
additional anesthetic agents being used. Inhalation 
anesthetics are contraindicated because of the obvious 
effect of long administration on the fetus, which has 
already been subjected to the rigors of a forceps 
delivery which has failed. My own procedure is to use 
a low subarachnoid block after dilatation has occurred. 
If caudal anesthesia is used during the first stage of 
labor when trial forceps is anticipated, the incidence of 
transverse arrest and persistent occiput posterior is 
greatly increased owing to the loss of pelvic soft tissue 
tone which if undisturbed might have brought about 
spontaneous rotation.® DeCarle® considers spinal block 
the anesthetic of choice for cesarean section. The fol- 
lowing two case histories point out the differences 
between conduction of labor when caudal anesthesia 
has been used too soon and when it is withheld until 
the proper time. 

Case 1. A 23-year-old white primigravida, weight 
128 pounds, height 5 feet 4 inches, was admitted to the 
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hospital in labor which had already lasted 5 hours. She 
was 3 weeks past the estimated date of confinement. 
Two days previous to this admission she had been hos- 
pitalized for 24 hours during which time induction of 
labor was attempted with 1:1,000 solution of intra- 
venous Pitocin. The attempt was unsuccessful, and she 
was dismissed. 

At the time of the second admission, the head was 
well within the inlet, the vertex being at station zero. She 
was having moderate pains at 5-minute intervals. The 
cervix was dilated 2 cm. and uneffaced. The membranes 
had ruptured prior to admission. The fetal position was 
right occiput posterior. X-ray pelvimetry showed this 
patient to have a moderately large gynecoid pelvis with 
all planes showing adequate measurements and that the 
head was engaged in a right occiput posterior position 
(Figs. 1 and 2). 

Caudal anesthesia was started about 2 hours after 
admission with the cervix partially effaced and dilated 
to 4 cm. The cervix remained relatively “tough” or 
“unripe.” After 10 hours of labor under caudal anes- 
thesia, the cervix had dilated to 8 cm., but the head had 
not descended past the midpelvis. The head continued 
in a persistent occiput posterior. Because of an elevated 
fetal heart rate, the patient was taken to the delivery 
room and dilatation was completed manually. A forceps 
delivery was attempted with the head still in the 
posterior occiput position, but moderate traction failed 
to cause appreciable descent. Because of rapidly in- 
creasing fetal distress, forceps rotation and extraction 
were performed; the head delivered as a right occiput 
anterior. The infant required strenuous rescusitation 
measures before regular respiration occurred. The birth 
weight was 8 pounds, 1% ounces. 

As a result of this forceps operation, the patient 
suffered two cervical lacerations, a large vaginal lacera- 
tion, and wide episiotomy ; blood loss was estimated at 
about 500 cc. She required transfusion in the imme- 
diate postpartem period, and her stay in the hospital, 
while not markedly stormy, was lengthened by 2 days. 

Case 2. A white primigravida, 19 years of age, 
height 5 feet 2 inches, weight 160 pounds, was admitted 
to the hospital with moderate pains lasting 45 seconds 
at 5-minute intervals. She had been in labor for 6 
hours. The cervix was effaced and dilated about 3 cm., 
but the head was at station -2 and entering the 
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Fig. 3 


pelvis as a left occiput transverse presentation. X-ray 
pelvimetry showed this patient to have a platypelloid- 
gynecoid pelvis with diminished anteroposterior diam- 
eters. Although the transverse diameters were adequate, 
some difficulty was anticipated (Figs. 3 and 4). 

She labored for 10 hours without making much 
progress, but in the next hour the head descended to 
the midpelvis and the cervix dilated rapidly. Caudal 
anesthesia was started and, by means of a low forceps 
extraction, the baby was delivered 1% hours later in a 
left occiput anterior position. The baby weighed 6 
pounds, 634 ounces. The puerperium was uneventful. 

These cases are cited as examples of the effect the 
timing of the administration of caudal anesthesia has 
on spontaneous rotation of the head. In the first case, 
an adequate bony pelvis was not enough to counteract 
the adverse effects of the cervical dystocia, which had 
not been fully appreciated, and the persistent posterior 
occiput. This resulted in a traumatic midpelvic forceps 
operation. In the second case, the diminished antero- 
posterior diameters of the pelvis caused little trouble 
other than a lengthened first stage of labor, because 
dilatation and descent occurred before caudal anesthesia 
was instituted, and spontaneous rotation of the head 
was not disturbed. 

Probably the most important prerequisite for a 
trial forceps procedure is adequate x-ray evaluation of 
the pelvis. This will allow the obstetrician to measure 
accurately the diameter of the pelvic planes and esti- 
mate the pelvic capacity. Weinberg® recommends a 
technic making use of the procedures outlined by 
Mengert® and one which he himself has devised. Any 
acceptable technic such as the Snow or Colcher-Suss- 
man may be utilized. Midpelvic forceps applications 
should never be attempted if true dystocia exists. 

Other prerequisites of importance are prophylac- 
tic fortification with antibiotics. Randall’ recommends 
the simultaneous use of two. In our hospital, we rou- 
tinely use penicillin and streptomycin. Also, the pa- 
tient’s blood should be typed and crossmatched before 
she is taken to the delivery room, and adequate amounts 
of blood should be held in readiness. 
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Indications and contraindications 
Trial forceps is indicated in any case in which the 
second stage of labor has been stopped or appreciably 
slowed, providing the prerequisites have been met and 
the experience of the physician warrants its use. It will 
usually be of value when transverse position of the 
head and persistent posterior occiput have interfered 
with normal descent. Furthermore, it is essentially a 
procedure carried out in the midpelvis or possibly a 
lower plane in a few instances. Primarily, it is a pro- 
cedure by which the incidence of cesarean section can 
be materially reduced, without increasing the incidence 
of fetal and maternal mortality and morbidity. Wein- 
berg® points out that 9714 per cent of all midforceps 
operations are performed for indications other than 
contracted pelvis or disproportion. It is his view that 
the mortality and morbidity rates accompanying prop- 
erly carried out trial forceps procedures should approx- 
imate those of low forceps delivery. 
The contraindications for trial forceps are very 
clear-cut : 

1. True pelvic dystocia and/or disproportion. 

2. Undilated cervix. 

3. Some cases of abruptio placentae and pla- 
centa previa. 

4. Unengaged head—the procedure shoul 
never be attempted at a plane higher than 
the midpelvis, regardless of dilatation. 

. Dead fetus. 

. Length of labor in excess of 48 hours.’ 

. Some cases of fetal distress, especiall) 
those in which the time consumed in at- 
tempting forceps delivery would prove 
fatal in case of failure. 

. Inexperienced operator. 

. Small hospitals where the prerequisit: 
facilities are not available. 


Summary and conclusion 
I have attempted to correlate some of the presen! 
day philosophies concerning the technic of trial forceps. 
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I think it can safely be said that a modern concept of 
midpelvic forceps operations which makes use of the 
principle of trial, and which is followed, in the event 
of failure, by cesarean section, properly performed, will 
appreciably reduce the incidence of elective cesarean 


section without increasing maternal and fetal mortality. 
2115 Forest Ave. 
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I, THIS COUNTRY ALONE, over 1,000 mothers 
lose their lives each year as a result of toxemia associ- 
ated with pregnancy. Of equal concern to us should 
be the loss of fetal life caused by this same malady. 
Fetal and neonatal deaths considered to be a direct re- 
sult of toxemia total some 30,000 annually in the United 
States.1 Of course, there can be no accurate estimate 
made of the morbidity associated with pregnancy tox- 
emia, but it would seem logical to assume that many 
mothers and offspring surviving toxemia are not as 
healthy as they might have been had they not been 
subjected to the damages inflicted by this potential 
killer. 


Purpose 


It is the purpose oi this paper to report on recent 
investigations into the etiology of toxemia associated 
with pregnancy and to indicate new directions which 
researchers might follow in order to add to the pitifully 
small amount of accumulated scientific data dealing 
with the causes and prevention of this condition. 


Early and current investigations 


Unfortunately, many efforts directed toward the pre- 
vention and active treatment of this condition have 
been based on information compiled by clinicians many 
years ago. It is distressing that most therapy has been 
symptomatic, an approach long frowned upon by the 
osteopathic segment of the medical profession. It is 
fortunate that investigators in the fields of the basic 
sciences have pointed the way, many times over, to the 
solution of medical problems. If the wealth of basic 
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information available is considered, there are new di- 
rections which may be taken to clarify the etiology 
and dictate the treatment to be used in the future. 

Recent experimental evidence tends to indicate that 
faulty nutrition can produce liver damage, renal insuffi- 
ciency, and atherosclerosis. Keys,? Gofman and his 
associates,? and Gertler and Garn,‘ in their studies of 
atherosclerosis, emphasize the roles played by lipids 
and lipoproteins in its production. Peters and Man?® 
have suggested that the ratio of the serum lipids to 
each other is more important than the consideration of 
a single lipid, and that serum phospholipids exert a pro- 
tective action as colloid stabilizers in experimentally 
produced atherosclerosis. This serves to strengthen 
Browder’s® earlier observation of the antagonism ex- 
isting between serum cholesterol and serum phospho- 
lipids in biologic reaction. 

Since vascular changes, such as endarteritis and 
atherosclerosis, are commonly seen in the liver and 
placenta of the toxic obstetric patient and since renal 
ischemia is usually present, and in view of the fact 
that a high blood cholesterol level is the rule, might not 
the toxemias of pregnancy be the results of metabolic 
disorders rather than of exogenous infections or a pla- 
cental or fetal toxin? 


Currently, a research project sponsored by the 
American College of Osteopathic Obstetricians and 
Gynecologists is being conducted by some of its mem- 
bers to determine the cholesterol-phospholipid ratio in 
both toxic and nontoxic obstetric patients. If the phos- 
pholipid rise does not keep pace with the cholesterol 
level found in toxic patients, and if it does in nontoxic 
patients, it may indicate that colloid stabilizers in the 
form of phospholipids are not present in sufficient 
amounts to prevent vascular changes in the toxic 
patient. 


Materials and methods 


A careful selection of patients is being made from 
varied income and social groups in order to balance the 
results obtained. The patients are being grouped into 
three categories ; 

1. Those whose family history indicates multiple oc- 
currences of any one or more of the following: cardio- 
vascular accidents, coronary artery disease, diabetes, 
renal disease, pregnancy toxemia, and severe metabolic 
disturbances. This group also includes patients whose 
personal history indicates the occurrence of pregnancy 
toxemia during a previous confinement. 

2. Those patients seen late in pregnancy who demon- 
strate severe eclampsia, eclampsism, or premature sepa- 
ration of the placenta with extensive chorionic infarc- 
tion. 
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3. Those patients with negative histories concerning 
the above findings whose pregnancy course is well 
within normal standards. 

Serial tests to indicate the blood cholesterol-phospho- 
lipid ratios are being taken during pregnancy, and at- 
tention is directed toward the ratio variations rather 
than toward the levels of either substance itself. All 
tests will be done by the same two laboratory techni- 
cians throughout the series in order to minimize the 
differential that might occur with many participants. 


Conclusions 

If a correlatior can be made between the behavior 
of the cholesterol-phospholipid ratios of the toxic pa- 
tient and those ratios found in young adults suffering 
coronary disease and diabetes, as illustrated in the re- 
search of Gertler and Garn* and numerous other in- 
vestigators, a vast new horizon will challenge the 
researcher interested in the solution of the problem 
of pregnancy toxemia. If the precursors necessary to 
produce toxemia fall into the field of nutrition, as de- 
ficiencies of lipotrophic elements and methyl- and sulf- 
hydryl-containing substances, the corrective measures 
to be taken must be based on a fuller understanding of 
the nutritional needs of these individuals. 

A great amount of work has been done on the sub- 
ject of cholesterol metabolism, and confusion exists 
today as to whether low cholesterol diets are of value 
in the treatment of conditions demonstrating athero- 
sclerotic changes. Low cholesterol diets prove to be 
deficient in methyl donors, and by limiting one sub- 
stance, a new deficiency is created. Methylating agents, 
such as methionine, choline, and betaine, are of extreme 
importance to the body, both for the production of es- 
sential body constituents and for detoxification proc- 
esses. In addition, methyl groups play an important role 
in cholesterol metabolism. 


The Twenty-Fourth Annual Convention of the 
American College of Osteopathic Obstetricians and Gyne- 
cologists is to be held in Philadelphia, Pennsylvania, at 
the Bellevue-Stratford Hotel, February 18-20, 1957. 


The last meeting of the College in Philadelphia was 
held in June, 1941. About fifteen members attended a 
l-day program, and there was a radio broadcast from 
Station WCAU—the college was a small organization 15 
years ago. Today the City of Philadelphia presents many 
changes from those prewar days; the Convention hotel is 
completely modernized; the Market Street elevated lines 
have been removed; and the old railroad wall in the 
center of town has been replaced by a modern transporta- 
tion and office building. Today the College presents com- 
parable changes, and the attendance at the forthcoming 
meeting is expected to be more than ten times that of the 
previous meeting in Philadelphia. 


The membership roll constantly enlarges as_ the 
stature of the College increases in the professional com- 
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The 1957 meeting of the College 


Detoxification implies a neutralizing action of the 
toxins of the body. For practical purposes they can be 
divided into two groups, the external, such as amines 
often spoken of as ptomaines, and the internal group 
derived from inadequate oxidation, suboxidation, or 
submethylation. 

In addition to methyl donors, it is important to sup- 
ply adequate amounts of sulfhydryl-containing sub- 
stances, as cell respiration, antitoxin formation, and de- 
toxification in general are dependent to some degree on 
sulfhydryl groups. 

At the present time there is much information avail- 
able concerning substances which contain sulfhydryl 
compounds and methyl donors. If recent experimental 
efforts indicate that the etiology of pregnancy toxemia 
is linked to deficiencies of these compounds, the pre- 


vention of this condition should not be too difficult. 
8006 Sunset Blvd. 
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munity. Unremitting attention to standards of sound 
obstetric and gynecologic practice is only one of the per- 
manent basic problems before College members, but it 
is an important one. The fact that recent statistics on 
maternal mortality compiled from the practice of osteo- 
pathic physicians show that their rates are lower or no 
higher than the national over-all figures demonstrate that 
standards are being met. 

The professional program was completed in 1 day in 
1945; the program for 1957 will last 3 days and will be 
followed by a graduate course in obstetrics and gyne- 
cology offered by the Graduate School of the Philadel- 
phia College of Osteopathy. Often unappreciated by the 
general membership is the role of the first and second 
vice presidents in arranging and carrying out plans for 
the national meeting of the College. At the 1957 annual 
meeting, the program will unquestionably reflect the 
untiring efforts and capable planning of this year’s vice 
presidents, and it is hoped that appreciation will be dem- 
onstrated by a large attendance. 


Journat A.O.A. 
Vor, 56, Oct. 1956 


Ligh 
: % é 
— ’ 


During the newborn period—whenever 


you are ready to specify foods to supplement 
the milk or formula diet—Gerber offers 
specific starting foods, designed to meet 
early nutritive needs of your baby patients. 


Gerber Strained Orange Juice Gerber Cereal Quads 


Uniformly high vitamin-C value—40 mg. of Rice, Barley, Oatmeal, Cereal Food (a mixed 
ascorbic acid per 100 cc. Minimum peel oil cereal) —for good prescriptive latitude. All 
and seed protein residues for hypoallergenicity. enriched to more than whole-grain value with 

iron, calcium, B-vitamins. 4-in-1 pack for 


Gerber Strained Bananas easy introduction of variety. 


Only fully ripe fruit used—degree of ripeness Gerber Strained Meats 

always uniform. Provides easy-to-digest carbo- Made from selected Armour cuts, Gerber 

hydrates. One of 9 Gerber Fruits for Babies. Meats for Babies are free of sinew and coarse 
connective tissue. Low fat value. 8 varieties. 


Babies are our 


business... Our \ rb 


only business ! ~ BABY FOODS 


FREMONT. MICHIGAN 


4 CEREALS ® OVER 65 STRAINED AND JUNIOR FOODS, INCLUDING MEATS 
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“Functional vomiting 


should be carefully distinguished 
from organic vomiting. Grave 
consequences may follow if evidences 

of organic derangement... are 

masked by treatment designed to control 45 


vomiting alone.”! 
aes Fist | in emesis therapy 


EMETROL 


( Carbohydrate Solution) Ba f 


nv aie will not suppress symptoms 
arising from organic etiology. It controls 
vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls; 
infants and children, 1 or 2 teaspoonfuls, 
as often as every 15 minutes. Always 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual se 
regimens in various indications, please, 
send for literature. 


1. Bradley, J. E.: Mod. Med, 


(Annes) KINNEY & COMPANY, INC. Indiana 


S 
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the most widely prescribed laxative, 
been combined with 
Dioctyl Sodium Sulfosuccinate to make... 


the only evacuant that both softens the stool 
and stimulates peristalsis 


unique, new DORBANT YL combines — in proportions proved optimal by clinical trial!— 


Dioctyl Sodium Sulfosuccinate (50 mg.)—the pharmacologically inert wetting agent 
that softens and swells hard fecal masses to help form a normal, easily-passed stool,!-2.3 and 


DORBANE (25 mg.)—the crystalline-pure peristaltic stimulant that gently and selectively 
prods the lower bowel into producing a natural, easy movement. 


unique, new DORBANTYL has been clinically described as both safe and effec- 
tive, is “‘...a superior evacuant which retains the advantages of both component drugs without 
the disadvantages of either used alone.””! 


indications: DORBANTYL is the “preparation of choice” in anorectal and colonic surgery, as 
well as in functional constipation and cathartic habituation.! 


dosage: Adults, 2 capsules at bedtime; repeat if needed to cause bowel movement. If necessary, 
dosage may be increased or decreased to meet individual requirements. Children, 3 to 12 years, 1 or 


2 capsules taken as above. 


supplied: Bottles of 30 capsules and 250 capsules. 


references: (1) Marks, M. M.: In press. (2) Antos, R. J.: Southwestern Med. 37 :236, 1956. (3) Wilson, J. L., and Dick- 
inson, D. G.: J.A.M.A. 158:261 (May 28) 1955. (4) Marks, M. M.: Am. J. Digest. Dis. 20 :240, 1953. 


in occasional constipation or for more rapid response prescribe 


® 
peristaltic stimulant 
selective, persuasive, crystalline-pure 
DORBANE IS THE REGISTERED TRADEMARK OF SCHENLEY LABORATORIES, INC., 
FOR ITS BRAND OF 1,8-DIHYDROXYANTHRAQUINONE. 


*OORBANTYL IS THE TRADEMARK OF SCHENLEY LABORATORIES, INC., FOR ITS BRAND OF DANTHRON WITH DIOCTYL SODIUM SULFOSUCCINATE. 


e 
( ‘ NEW YORK 1, NEW YORK 
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in rheumatoid arthritis 


at 


clinical evidence*™indicates that to augment the 


therapeutic advantages of the “predni-steroids” 
antacids should be routinely co-administered 
to minimize gastric distress 


ROUTINE | 
CO-ADMINISTRATION 
MEANS 


(Prednisolone Buffered) 


Multiple 
Compressed 
Tablets 


All the benefits of the ‘\, 0 


“predni-steroids” plus (Prednisone Buffered) 


positive antacid action to 2.5 
minimize gastric distress. 


AS prednisolone with 
References: 1. Boland, E. W., 50 mg. magnesium 
J.A.M.A. 160:613 (February trisilicate and 


56. 2. Margolis, H. M. 300 mg. aluminum MERCK SHARP & DOHME 
hydroxide gel. DIVISION OF MERCK & INC. 


J.A.M.A. 158:459 (June 11) PHILADELPHIA 1}, PA. 
1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & COo., INC, 
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COMPLETELY NEW 3rd EDITION! 


Illustrated by 
William P. Didusch 


1200 pp., 600 figs.,-index 
2 vols., $32.50 
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CONTENTS 


History-Taking and Physical Examination 
Examination of the Urine 

Tests of Renal Function 

Instrumental Examination 
Roentgenography of the Genito-Urinary Tract 
Anesthesia in Urology 


Penis; Scrotum and Scrotal Contents: Embry- 
ology, Anatomy, Anomalies, Physiology; |n- 
juries and Diseases; Operative Treatment 


Vas Deferens, Seminal Vesicle, and Ejaculatory 
Duct: Embryology, Anatomy, Anomalies, Physi- 
ology; Injuries and Diseases; Operative and 
Nonoperative Treatment 


Male Urethra; Female Urethra: Embryology, 
Anatomy, Anomalies, Physiology; Injuries and 
Diseases; Operative Treatment 


Prostate Gland: Bladder: Embryology, Anat- 
omy, Anomalies, Physiology; Injuries and Dis- 
eases; Operative Treatment 


Ureter: Embryology, Anatomy, Anomalies, Phy- 
siology; Injuries and Diseases; Operative Treat- 
ment 


Kidney: Embryology, Anatomy, Anomalies, Phy- 
siology; Injuries and Diseases; Operative and 
Nonoperative Treatment 


The Adrenal Gland 
Chemotherapy and Antibiotics in Urology 


CLINICAL UROLOGY 


By OSWALD S. LOWSLEY, M.D., and THOMAS J. KIRWIN, M.D. 


From subject matter to format the new edition 


of CLINICAL UROLOGY is almost a new book. 
Hundreds of new illustrations by the great urologic 
artist William P. Didusch, complete revision of 
existing material and the addition of much new 
subject matter make the new edition of this im- 
portant work truly new. Even the pages have been 
rearranged into three columns and enlarged for 


easier readability. 


Among important new or revised sections are 


those on cancer of the prostate gland and of the 
bladder, retropubic prostatectomy, methods of di- 
verting the urinary stream and total cystectomy, the 


treatment of anuria (including the use of the arti- 
ficial kidney), endocrinology in relation to the uro- 
genital tract, and chemotherapy and antibiotics in 


urologic practice. 


Important as a definitive reference for students, 


internes and residents, this work is invaluable to the 


practicing urologist and the general surgeon. The 
excellent illustrations make CLINICAL UROLOGY 
also an atlas of urologic pathology and surgical 


technic. 


THE WILLIAMS & WILKINS CO. 
Mt. Royal and Guilford Avenues 

Baltimore 2, Maryland I 

Please send Lowsley & Kirwin, 3rd ed., on approval. 

I enclose full payment to save postage and handling | 

charges. | 
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for peptic ulcer « 
gastro-intestinal 
irritability and tension 


MONODRAL 
with [MI EBARAL 


Bee An exclusive combination designed 
relieve pain promptly, reduce 
& tension and promote healing 
through effective central and 
vagal- parasympathetic inhibition, 
influencing all known etiologic 
factors in peptic ulcer. 


anticholinergic + sedative 


with unusually high antisecretory 
and antispasmodic actions, 

plus a calmative effect notably 
free from drowsiness. 


Isolates the Ulcer 


Each tablet contains: 

Monoprat* bromide . . . Smg. 
Dosage: 1 or 2 tablets three or four 
times daily. Available on prescription 
only. Bottles of 100 tablets. 


é 


LABORATORIES 


New York 18, N.Y. « Windsor, Ont. 


* Controls hyperacidity and hypermotility 
** Sedates without causing drowsiness 


Monodral (brand of penthienate) and Mebaral (brand of 
mephobarbital), trademarks reg. U.S. Pat. Off. 
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original 
alseroxylon 


all the desirable alkaloids of 
India-grown Rauwolfia serpen- 
tina, Benth. 


mutually 
potentiated 
action 


high clinical efficacy because 
of interpotentiation of contained 
alkaloids 


freed from 
undesirable 
alkaloids 


yohimbine-like and other unde- 
sirable substances in the 
Rauwolfia root are removed 


serious side 
actions 


when side actions are encoun- 
tered, they are notably mild 


O virtually no 


especially 
suitable for 
A FIRST THOUGHT IN long-term no alteration in patients’ toler- 
HYPERTENSION therapy ance, no chronic allergic toxicity, 
EVERY GRADE... no latent undesirable actions 
EVERY TYPE 


easy to 
prescribe simple regimen—merely two 2mg. 
tablets at bedtime; for main- 


tenance 1 tablet usually suffices. 


LOS ANGELES 
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your patient will his 
functional G.I. distress... 
hard remember 


Belladonna 


does more to control and correct nausea, belching, bloating, 
flatulence, indigestion, constipation. 


provides reliable spasmolysis PLUS improved liver function 
AND natural laxation without catharsis 


DECHOLIN with Belladonna Tablets, dehydrocholic acid, Ames, 3% gr. and extract of belladonna % gr. 
Bottles of 100 and 500. 


COMPANY, INC « ELKHART, INDIANA (sy Ames Company of Canada, Ltd., Toronto 


osose 
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THE “WEIGH” OF ALL eho 
“forte ptt whi all lsh and pone... 


helps the patient in spite of himself 

Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives @ 

obese patient. lighter, brighter look to life—toning down the 
First it curbs the desire for sas nee moderate psychic urge to over-indulge. 


meal satisfies. 
‘LABORATORIES, INC. 
| PHILADELPHIA 32, PA. 
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She’s a problem sometimes, isn’t she? Even if 
she knows that eating for two means quality, 
not quantity, she’s just not always sure what 
quality implies. When she gets hungry enough 
for two, she can’t always be logical about it. 
And she can rationalize that extra gain so easily, 


with one eye on the calendar. 


Fortunately for today’s expectant mothers, 
weight-watching can be much easier... with 
Instant Pet Nonfat Dry Milk. 


She can reconstitute it for drinking, and enjoy 
delicious fresh-milk flavor with all milk’s 
protein, calcium, and B-vitamins—but only 
half the calories of whole milk. She can use 
Instant Pet, in either liquid or dry form, to cut 
calories in cooking. And the addition of extra 
Instant Pet, in dry form, to some of her favorite 
dishes can greatly increase needed calcium and 
protein intake without appreciably 


increasing calories. 


When she has Instant Pet’s help in her weight- 
watching for two, she’s a lighter load on your 
scales, less of a problem for you. 


Instant PET NONFAT DRY MILK 
supplies essential milk nourishment with 
minimum caloric intake at minimum cost. 


PET MILK COMPANY * ARCADE BUILDING « ST.LOUIS 1, MISSOURI 
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well suited for 
protonged 


therapy 


@ well tolerated; nonaddictive, essentially nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 


@ chemically unrelated to chlorpromazine or reserpine 


@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown: 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY (ff) WALLACE LABORATORIES, New Brunswick, N.J.. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U. S. Patent 2,724,720 


SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE 
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to control 


any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 


KOAGAMIN’ 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


Cathen) CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
Austin Laboratories, Limited, Guelph, Ontario 


Sei 


RAPID ACTION 
Often before patient 
leaves your office 


PROLONGED 
ACTION For days 


HORMOGEN R-A (Rapid Action) 
combines the fast action of water- 
soluble Potassium Estrone Sulfate 
with the prolonged action of 
water-insoluble Estrone. Patient 
is gratified by the immediate relief 
and you have immediate insight 
into the effectiveness of the 
medication. Because of prolonged 
action, injections can be spaced 

3 to 7 days apart. 


HORMOGEN R.-A: Aqueous 
suspension in 10 cc. multiple dose vial: 
wah cc. represents Estrone U.S.P. 2 
mgs., Potassium Estrone Sulfate 1 mg. 


INDICATIONS: Menopause syndrome, 
for control of uterine bleeding of 
endocrine origin, senile vaginitis, 
kraurosis vulvae and puritis vulvae. 
DOSAGE: ¥% cc. to 1 cc. once 

or twice a week. 


Write for Literature 


There’s Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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CIBA 


SUMMIT, N. J. 2/2283M 
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hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


When more than the central antihypertensive effect of 


“Serpasil alone is needed to lower blood pressure, you 


will often see gratifying response to the combined 
antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NOTE: All patients to be given Serpasil-Apresoline may 
benefit from priming therapy with Serpasil. 


Suppiiep: Tablets #2 (standard-strength, scored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline hydrochloride; Tablets #1 (half-strength, 
scored),each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 
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Activated Assimilation of Iron 


“Our results... have been so striking... dramatic... rapid.’ 
...a more rapid and constant hemoglobin rise 


... with no evidence of toxicity.’’2 


Now 


Mol-lron with Vitamin C 


*Better tolerated Mol-Iron is now available with vitamin C (75 mg. 
per tablet), because ascorbic acid has been shown to promote 
increased absorption of orally administered iron. 


Journat A.O.A. 


Well-tolerated—even by patients with a history 
of iron intolerance.* 4 | 


More rapid maximal hemoglobin response 
shortens the period of treatment usually necessary 
with other preparations. 


Outstanding efficacy and tolerance is attested 
by more original investigations and clinical evalu- 
ations! than have been reported for any other 
iron preparation. 


ALSO AVAILABLE AS LIQUID AND DROPS 


REFERENCES: 
1. Dieckmann, W.J., and Priddle, H.D.: Am. J. Obst. & Gynec. 
57:541, 1949. 
2. Mercer, J.P., and Zann, G.J.: Report on unpublished data. 
3. Neary, E.R.: Am. J. Med. Sc. 212:76, 1946. 
4. Kelly, H.T.: Penn. M.J. 51:999, 1948. 
5. Chesley, R.F., and Annitto, J.E.: Bull. Marg. Hague Mat. Hosp. 
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Lund, C.J.: Am. J. Obst. & Gynec. 62:947, 1951. 
9. Contemporary Progress: M. Times 74:344 (Dec.) 1946. 
10. Briscoe, C.C.: Am. J. Obst. & Gynec. 63:99, 1952. 
11. Cox, K.D.: Postgrad. Med. 11-219, 1952. 
12, Tuttle, A.H., and Etteldorf, J.N.: J. Ped. 41:170, 1952. 
13. Dieckmann, W.J., et al.: Am. J. Obst. & Gynec. 59:442, 1950. 
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PEDIATRICS 


by Donald Patterson, M.D., Formerly 

Clinical Professor, Department of Pediatrics, 
The University of British Columbia; 

and John Ferguson McCreary, M.D., 

Professor and Head, Department of Pediatrics, 
The University of British Columbia. 

With 36 Contributors. 


This is a practical volume presenting up-to- 
the minute information on the management of 
the child patient. Necessary knowledge for the 
application of modern methods to child care is 
pe and concisely offered. 


Emphasis is placed upon diagnosis and treat- 
ment and the major portion of the text is de- 
voted to the problems commonly encountered 
in practice, although mention is made of rari- 
ties. The book includes discussion of principles 
of emotional development, and highlights be- 
havior problems of adolescence. Care of the 
newborn infant is stressed with a full coverage 
of the subject of infant feeding. 


The material on gynecologic problems in 
children, diarrhea, and gastro-intestinal dis- 
orders, the section on allergies and the section 
devoted to neurologic conditions are particular- 
ly complete and contain the very latest infor- 
mation on these important topics. The very 
difficult problem of counseling parents of the 
abnormal child is also thoroughly covered. 
Considerable attention is given to orthopedic 
and eye conditions, and to treatment of de- 
hydration and electrolyte disturbances. 


In the unit, Useful Procedures, there are 
therapeutic diets, drug dosages, immunization 
table and antibiotic tables. Other important 
features include a chapter on tropical diseases 
(more common today because of rapid air 
travel), guidance to parents on emotional de- 
velopment of the child, and practical assistance 
in special problems of children’s surgery. 


LIPPINCOTT 
1 BO OKS 192 Figures 


MONTREAL 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
in Canada—4865 Western Avenue, Montreal 6, P.Q. 
Please enter my order and send me: 


PEDIATRICS $14 
O Charge 
+ Monthly Payments 


Payment Enclosed 
JAOA 10-56 


single 
sulfonamide 


specifically for 


urinary tract 
infections 


divect / effective 
THIOSULFIL. 


Brand of sulfamethizole 


greater solubility 
means rapid 
action with 
minimum side effects 


AYERST LABORATORIES 
New York, N. Y. « Montreal, Canada 
565? 
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AMERICAN-GRAY 
DIVERTER VALVE 


EASY TO INSTALL 


BEDPAN RINSER 


American-Gray Diverter Valve 
installed and 

convenient fo use as a 
hoseless bedpan rinser 


Existing flush valve raised to permit short ex- 
tensions on either new or existing installations. 


Easy to Use 


@ MAXIMUM 
EFFICIENCY 


@ MINIMUM 
MAINTENANCE 


OPERATION 


American-Gray Diverter Valve placed between flush 
valve vacuum and toilet. Easy economical installation. 


Nursing personnel welcome the eas¢ and convenience of the 
American-Gray Diverter Valve. Cost-conscious administrators 


like its simple, low-cost installation, minimum maintenance and 


time saving. Acceptable under the most rigid plumbing codes, 


thousands of American-Gray Diverter Valves are saving hours and 


Top, back and side inlets can be accom- i i i 
ihc ig aes dollars in Hospitals and Nursing Homes throughout the world. 


vacuum breaker and toilet. 


Write to AMSCO’s Dept. 714 
in Erie, Pennsylvania, 
for detailed information. 


SI ERILIZER 


ERIE*PENNSYLVANIA 
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for faster pain relief and 
superior gastric tolerance 


A nonsystemic buffer (aluminum hydroxide) has now been added — 
in a new “sequential release” tablet —to the formulae of Pabirin and 
Pabirin AC (Pabirin plus hydrocortisone). The outer layer of this 
specially constructed and rapidly disintegrating tablet contains the 
aluminum hydroxide, PABA, and ascorbic acid. Within a few min- 
utes the buffering action of the aluminum hydroxide is made available 
to protect the stomach against possible irritation by the salicylate. 
Then the core of the tablet disintegrates to permit rapid absorption 
of the other antirheumatic ingredients. As a result, gastric tolerance 


is excellent — pain relief rapid. 


Buffered Pabirin AC 
Buffered | Tablets 
Pabirin | (Pabirin plus 
Tablets | hydrocortisone) 


Hydrocortisone 2.5 mg. 

- 1Acetylsalicylic acid (5 gr.) 300 mg. | 300 mg. 
' Para-aminobenzoic acid (5 gr.) 300 mg. | 300 mg. 

' Ascorbic acid 50mg. | 50mg. 
Dried aluminum hydroxide gel 100 mg. | 100 mg. 


Buffered Pabirin Tablets and Buffered Pabirin AC Tablets are preparations. 


Journac A.O.A. 
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potentiated salicylate therapy 
in “sequential release” form 


for most rheumatoid arthritics 


Buffered Pabirin Tablets represent the 
safest, fast-acting potentiated salicylate 
therapy which utilizes the synergism of 
PABA and acetylsalicylic acid to cre- 
ate rapid, high and sustained salicylate 
blood levels with low salicylate dosage. 


Dosage: Average dose in arthritis, 

gout, arthralgia — two or three tab- 

lets 3 or 4 times daily. In rheumatic 

fever, three to five tablets 4 or 5 
_ times daily. 


Supplied: In bottles of 100 and 500 
tablets. 


BUFFERED 


for resistant rheumatics 


Buffered Pabirin AC (Pabirin plus 
hydrocortisone) Tablets. These new 
buffered tablets supply the extra steroid 
benefits of conservative amounts of 
hydrocortisone supplemented by the 
action of PABA, acetylsalicylic acid, 
and vitamin C. This combination cre- 
ates high dosage steroid effects with 
low steroid dosage, thus minimizing 
the danger of adrenal atrophy. 


Dosage: Initially one or two tablets 
4 times daily after meals and before 
retiring. When dosage is reduced it 
should be done gradually. 


Supplied: In bottles of 50 and 750 
tablets. 


TABLETS © 


SMITH-DORSEY - Lincoln, Nebraska « a division of the Wander Company 
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MODERN MEN OF MEDICINE PREFER TRIVA... 


the modern 12-day treatment for all 3 types of vaginitis 


Fast, simple, effective, TRIVA disintegrates microbes. Its powerful detergent surface- 
acting agent, plus a chelating agent, annihilates microorganisms, leaving the vaginal 
cavity clean and free of detritus. 
A non-toxic, non-irritating, non-staining vaginal douche, TRIVA is SAFE... even 
l during pregnancy. Effective in any pH medium. Clinical tests have proved TRIVA 
highly effective against Trichomonal, Monilial and non-specific cases of vaginitis. 
AVAILABLE AT ALL PHARMACIES in convenient packages of 24 individual 3 Gm. packets, 
each containing 35% AlkylAryl sulfonate (surface active and detergent),.33% Disodium 
ethylene bis-iminodiacetate (chelating agent), 53% Sodium sulphate, 2% Oxyquinoline 
sulfate and 9.67% dispersant. 


Full treatment package and literature on request. 


BOYLE & COMPANY: Bell Gardens, California 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-First Annual Conven- 
tion, Hotels Adolphus, Baker, and 
Statler, Dallas, Texas, July 15-19. 
Program Chairman, Neil R. Kitch- 
en, 18820 Woodward Ave., Detroit. 


\merican College of Osteopathic Obste- 


tricians and Gynecologists, annual meet- 
ing, Bellevue-Stratford Hotel, Phila- 
delphia, February 18-20. Program 
Chairman, P. J. MacGregor, Jr., 706 
J. M. S. Bldg., South Bend 1, Ind. 
Secretary, Harold K. Morgan, Lake- 
wood Polyclinic, 7575 W. 14th Ave., 
Denver 15. 


\merican College of Osteopathic Sur- 


geons, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Program Chairman, Don E. 
Ranney, 793 N. Renaud, Grosse Pointe 
Woods 36, Mich. Secretary, Orel F. 
Martin, Box 474, Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 


thopedics, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Program Chairman, Jack 
M. Wright, 1618 Broadway Ave., To- 
ledo 9, Ohio. Secretary, J. Paul Leo- 
nard, 2673 W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 


thesiologists, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Program Chairman, Leon 
D. Lasser, Detroit Osteopathic Hospi- 
tal, 12523 Third Ave., Detroit 3. Sec- 
retary, Crawford M. Esterline, Box 
155, Kirksville, Mo. 

\merican Osteopathic College of Radiol- 
ogy, annual meeting, Sheraton-Cadillac 
Hotel, Detroit, October 28-November 
1. Program Chairman, George B. Hy- 
lander, West Side Osteopathic Hospi- 
tal, 1253 West Market St., York, Pa. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 1, Ind. 


American Osteopathic Hospital Associa- 


tion, annual meeting, Sheraton-Cadillac 
Hotel, Detroit, October 27-31. Pro- 
gram Chairman, Mr. Philip Rosenthal, 
Metropolitan Hospital, Philadelphia. 
Executive Secretary, Mr. R. P. Chap- 
man, 604 Kahl Bldg., 326 W. Third St., 
Davenport, Iowa. 

merican Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
Detroit, April 3-5. Program Chairman, 
John A. Brandon, 1814 Oberlin Ave., 
Lorain, Ohio. Secretary, Carl S. Still- 
man, Jr., 3523 Fifth Ave., San Diego 
3, Calif. 
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High concentration 


Topical Salicylate Therapy 


for safer, more effective 
relief of rheumatic pain 


@ Topical salicylate therapy is being 
rediscovered as perhaps the safest, most 
effective remedy for aching joints and 
muscles. 


Increased percutaneous absorption of 
salicylate, with enhanced blood flow 
through the affected tissue is provided 
by BAUME BENGUE, offering up to 2.5 
times more methyl salicylate (19.7% ) 
and menthol (14.4% ) than other topi- 
cal salicylate preparations. In arthritis, 
myositis, bursitis and arthralgia, BAUME 
BENGUE induces deep, active hyperemia 
and local analgesia. 


Lange and Weiner suggest the term 
“hyperkinemics” to describe prepara- 
tions such as BAUME BENGUE which 
produce blood flow through a tissue 
area. They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. below 
the surface of the skin.(J. Invest. Der- 
mat. /2:263, May, 1949.) 
Two strengths: regular and children’s. 
TuHos. LEEMING & Co., INC. 
155 E. 44th Street, New York 17, N. Y. 


Menthol-induced hyperemia plus high local concentration of 
salicylate has been rediscovered as one of the most promptly 
effective remedies for rheumatoid discomfort due to exposure. 


High concentration topical salicylate-menthol therapy (BAUME BENGUE) offers 


safe, penetrating relief of painful joints and muscles caused by overexertion. 


Bengué 


ANALGESIQUE 


British Osteopathic Association, annual 


meeting, Andrew Still House, London, 
October 12-13. Program Chairman, M, 
R. Laing, 5, Eaton House, 39-40, Up- 
per Grosvenor St., London W. 1. Sec- 
retary, Thurston True, Andrew Still 


House, 24-25 Dorset Sq. London 
N.W. 1. 
California, annual meeting, Hotel del 


Coronado, Coronado, May 15-19. Ex- 
ecutive Secretary, Mr. Thomas C. 
Schumacher, 1298 Wilshire Blvd., Los 
Angeles 17. 


Canadian Osteopathic Association, annual 


meeting, Sheraton-General Brock Ho- 
tel, Niagara Falls, Ontario, October 
18-20. Program Chairman, R. A. Lin- 
nen, 115 Metcalfe St., Ottawa, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25, Que. 


Central States Osteopathic Society of 


Proctology: See Kentucky. 


Colorado, Rocky Mountain Conference, 


Broadmoor Hotel, Colorado Springs, 
November 16-18. Program Chairman, 
A. E. Nichols, 1001 Joliet St., Aurora 
8. Secretary, C. Robert Starks, 1459 
Ogden St., Denver 18. 


Georgia, midyear meeting, Atlanta Ath- 


letic Club, Atlanta, October 14. Pro- 
gram Chairman, F. R. Lovell, 806 
Mortgage Guarantee Bldg., Atlanta 3. 
Annual meeting, King and Prince Ho- 
tel, St. Simons, May 9-11. Program 
Chairman, Walter B. Elliott, Jr., 702 
Mortgage Guarantee Bldg., Atlanta 3. 
Secretary, Ruth McNeff Glass, 1432 
Donnelly Ave., S.W., Atlanta 10. 


Indiana, annual meeting, Marott Hotel, 


Indianapolis, May 19-21. Program 
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A “SENSE OF WELL-BEING” IS 
WOMAN’S PRIVILEGE 


A 


Every woman who suffers in the menopause deserves “Premarin.” 


Relief from distressing symptoms is promptly obtained and a “sense 
of well-being” is an extra benefit of therapy. 


“Premarin” presents the complete equine estrogen-complex. Has no 
odor, imparts no odor. Available as tablets or liquid. 


in the menopause and 


the pre- and postmenopausal syndrome 


@ AYERST LABORATORIES * New York, N. Y. * Montreal, Canada 


Cochairmen, Paul van B. Allen, 1500 
N. Delaware St., Indianapolis 2, and 
H. E. Rinne, 519-20 Merchants Bank 
Bldg., Indianapolis 4. Secretary, Ara- 
belle B. Wolf, 4840 N. Michigan Rd., 
Indianapolis 8. 

Kentucky, with Central States Osteo- 
pathic Society of Proctology, annual 
meeting, Brown Hotel, Louisville, No- 
vember 12-14. Program Chairman, 
Charles R. Conley, 300 Main St., 
Greenup. Secretary, Kentucky Osteo- 
pathic Medical Association, Martha 
Garnett, 2829 Brownsboro Road, Louis- 
ville 6. Secretary, Central States Os- 
teopathic Society of Proctology, L. L. 
Taylor, 115 N. Taylor St., South Bend 
3, Ind. 

Louisiana, annual meeting, Heidelberg 
Hotel, Baton Rouge, October 25-27. 
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Program Chairman and Secretary, V. 
L. Wharton, 406-07 Weber Bldg., Lake 
Charles. 

Maine, midyear meeting, Elmwood Hotel, 
Waterville, December 7-8. Annual 
meeting, Samoset Hotel, Rockland, 
June 27-29. Professional Education 
Chairman, Donald P. Miller, Main St., 
Norridgewock. Secretary, Roswell P. 
Bates, 72 Main St., Orono. 

Michigan, annual meeting, Grand Rapids, 
September 30-October 2. Program 
Chairman, Harold W. Laidlaw, McCoy- 
Laidlaw Clinic, Bad Axe. Secretary, P. 
Ralph Morehouse, 214 S. Superior St., 
Albion. 

Missouri, annual meeting, Sheraton-Jef- 
ferson Hotel, St. Louis, October 10-12. 
Program Chairman, R. A. Michael, 209 
Monroe St., Jefferson City. Executive 


Secretary, Mr. Paul D. Adams, 325 FE. 
McCarty St., Jefferson City. 

New York, annual meeting, Hotel Utica, 
Utica, October 12-13. Program Chair- 
man, Allen S. Prescott, 800 Keith 
Bldg., Syracuse 2. Secretary, C. Fre: 
Peckham, 27 W. Bridge St., Oswego. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 25-27. 
Program Chairman and Secretary, S. 
Dales Foster, 710 Public Service Bldg. 
Asheville. 

Northwest Osteopathic Convention, Mult- 
nomah Hotel, Portland, Oregon, June 
17-20. Program Chairman, Russell F. 
Kenaga, 2265 W. Burnside St., Port- 
land 5, Ore. 

Oklahoma, annual meeting, Biltmore Ho- 
tel, Oklahoma City, November 7-9 
Program Chairman, Melvin A. Kiese!, 
Hinton Community Hospital, Hinton. 
Executive Secretary, Mr. Walter L. 
Gray, 210-212 Braniff Bldg., Oklahoma 
City. 

Ontario, annual meeting, Orillia, May 2- 
4. Program Chairman, C. V. Hinsper- 
ger, 806 Canada Bldg., Windsor. Sec- 
retary, A. V. DeJardine, 205 Yonge 
St., Toronto 1. 

Oregon: See Northwest Osteopathic Con- 
vention. 

Recky Mountain Conference: See Colo- 
rado. 

South Dakota, annual meeting, Huron, 
June 2-3. Program Chairman, F. A. 
Nutter, Jr., Box 368, Beresford. Sec- 
retary, Earl W. Hewlett, 417 W. 27th 
St., Sioux Falls. 

Virginia, midyear meeting, Chamberlin 
Hotel, Old Point Comfort, October 13- 
14. Program Chairman, Felix D. 
Swope, 126 N. Columbus St., Alex- 
andria. Secretary, John A. Cifala, 2778 
N. Washington Blvd., Arlington. 

Washington: See Northwest Osteopathic 
Convention. 

West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, 
October 21-23. Annual meeting, Danicl 
Boone Hotel, Charleston, June 2-4. Pro- 
gram Chairman for both meetings, 
Frank E. Pick, 4410 McCorkle Ave., 
S.W., South Charleston 3. Secretary, 
Guy E. Morris, 542 Empire Bank Bldg., 
Clarksburg. 


State and 
national boards 


ARIZONA 


Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 

Basic science examinations December 
18 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examination. Address H. D. Rhodes, 


Journat A.O.A. 
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Ph.D., secretary, Basic Science Board, 
University of Arizona, Tucson. 


ARKANSAS 

Paul W. Lecky, El Dorado, and H. V. 
Glenn, Stuttgart, have been reappointed 
to the Board of Osteopathic Examiners 
for terms expiring in 1960. 


COLORADO 

Professional examinations December 4- 
5 at Denver. Applications must be filed 
by November 2. Address Mrs. Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 831 Republic Bldg., 
Denver 2 

Basic science examinations December 
\-6. Applications must be filed by No- 
vember 21. Address Esther B. Starks, 
).O., secretary, Basic Science Board, 
i459 Ogden St., Denver 18. 


CONNECTICUT 

Professional examinations November 
13-14. Applications must be filed by Oc- 
iober 30. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 


Examinations January 8-1(. Address 


Joseph S. McDaniel, M.D., secretary, 
Board of. Medical Examiners, 229 S. State 
St., Dover. 


DISTRICT OF COLUMBIA 
Professional examinations November 


12-13. Address Mr. Paul Foley, Deputy 


Director, Department of Occupations and’ 


Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 


FLORIDA 

Professional examinations December 1- 
2 at the Hotel Seminole, Jacksonville. 
Applications must be filed by November 
1. Address W. S. Horn, D.O., secretary, 
Board of Osteopathic Medical Examin- 
ers, P.O. Box 85, Palmetto. 

Officers of the Board are: Louis I]. 
Larmoyeux, Jacksonville, chairman; C. 
Markel Becker, Winter Haven, vice 
chairman; and Dr. Horn, secretary-trea- 
surer. Edmund T. Flynn, Tallahassee, has 
been reappointed to the Board for a term 
expiring in 1959, 

Basic science examinations November 
5 at Gainesville. Applications must be 
filed by October 17. Address M. W. Em- 
mel, D.V.M., secretary, Board of Ex- 
aminers in the Basic Sciences, P.O. Box 
340, Gainesville. 


HAWAII 

Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. Ad- 
dress Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Nauikeolani Bldg., Honolulu 13. 


IDAHO 
Examinations November 8 at Boise. 


Address Miss Margaret Gilbert. Director, 
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when Rauwolfia alone is not enough... 


...use the safest 


To reduce high diastolic blood 
pressure resistant to Rauwolfia 
alone, the next logical and widely 
advocated step in therapy is to 
combine Veratrum with Rauwolfia. 
Rauvera combines the alseroxylon* 
fraction of Rauwolfia serpentina 
with alkavervir (a Veratrum viride 
extract). Rauvera reduces high, 
fixed diastolic blood pressures 
smoothly, promptly, and with a 
high index of safety. 


The additive if not synergistic ac- 
tion of the components of Rauvera 
permits lower dosages of Veratrum 
without sacrificing its efficacy, yet 
minimizing side effects. 


potent combination 


Rauvera thus represents the safest 
potent combination therapy when 
Rauwolfia alone is not enough. 


Each tablet contains 1 mg. purified 
Rauwolfia serpentina alkaloids 
(alseroxylon) and 3 mg. Veratrum 
viride fraction (alkavervir — bio- 
logically standardized for its abil- 
ity to lower blood pressure). 


Dosage: 1 tablet 3 or 4 times daily, after 
meals, at intervals of not less than four 
hours. 


Bibliography supplied on request. 


*Alseroxylon is an extract of Rauwolfia 
serpentina containing a complex of hypo- 
tensive and tranquillizing alkaloids, free 
of inert material. 


R A U V E R A® RAUWOLFIA PLUS VERATRUM 


Smith-Dorsey * Lincoln, Nebraska * a division of The Wander Company 


Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 


ILLINOIS”. 
Examinations in January in Chicago. 


Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Denartment of 
Registration and Education, State House, 
Springfield. 


. . IOWA 
Basic science examinations January 8 


at the Capitol Bldg. Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 


KANSAS 
Examinations February 14-15 at the 


Jayhawk Hotel, Topeka. Address C. A, 
Welker, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, J. 
C. Penney Bldg., Concordia. 


MAINE 
Examinations November 13-14 at Au- 
gusta. Address George Frederick Noel, 
D.O., secretary, Board of Osteopathic 
Examination and Registration, Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in October. Address 
Christopher L. Ginn, D.O., secretary, 


Board of Osteopathic Examiners, 419 
No. Charles St., Baltimore 1. 


_ MASSACHUSETTS 
Examinations January 8. Address Rob- 
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Outguessing Your Second Guessers 
... always a serious problem 


in Stubborn Cases of OBESITY... 


It’s easy with DIOCURB! 


DIOCURB 


(Tutag Brand Bexite amphetamine sulfate) 


19180 MT. ELLIOTT AVENUE 
DETROIT 34. MICHIGAN 


his New Dosage form of 
dextro amphetamine sulfate 
is not readily recognizable 
by the most astute patient! 


SMALL, RED, SOFT GELATIN 
SPHERES, containing 5 mg. 
dextro amphetamine Sulfate. 


Especially Effective...in 
Obesity! 


Thin wall capsule releases 
amphetamine in as little as 
90 seconds! Nonaqueous 
vehicle and micron particle 
size assures maximum ther- 
apeutic reponse. 


Sample and literature 
on request. 


ert C. Cochrane, M.D., secretary, Board 
of Registration in Medicine, Room 37, 
State House, Boston 33. 


MINNESOTA 
Basic science examinations in January 
Applications must be filed by December 
10. Address Raymond N. Bieter, M.D., 
secretary, Board of Examiners in the 
Basic Sciences, 105 Millard Hall, Univer- 
sity of Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations January 8- 
9. Address Mr. Husted K. Watson, Di- 
rector, Bureau of Examining Boards, 
Department of Health, 
Bldg., Lincoln 9. 


State Capitol 
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NEVADA 

Professional examinations in January. 
Address Walter J. Walker, D.O., secre- 
tary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 

Basic science examinations January 8. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


_ NEW_JERSEY 
Examinations October 16. Address 


Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton 8. 


NEW MEXICO 
Basic science examinations October 21. 


Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH DAKOTA 
Examinations in January. Address G. 
L. Hamilton, D.O., secretary, Board of 
Osteopathic Examiners, Ringo Bldg., 119 
S. Main St., Minot. 


OHIO 
Examinations December 18-20 at Co- 
lumbus. Applications must be filed by De- 
cember 4. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 W. Broa! 
St., Columbus 15. 


RHODE ISLAND 

Professional examinations January 3-4. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 

Jeremiah F. Crowley, Pawtucket, has 
been elected secretary of the Board o/ 
Examiners in Osteopathy. Frederick S. 
Lenz, Cranston, has been appointed to 
the Board for a term of 3 years. 

Basic science examinations November 
14 in Room 366, State Office Bldg., Provi- 
dence. Address Mr. Casey. 


_ SOUTH CAROLINA 
Examinations November 20 at Colum- 


bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exami- 
ners, Box 525, Summerville. 


SOUTH DAKOTA 

Professional examinations January 15- 
16 at Sioux Falls. Address Mr. John C. 
Foster, executive secretary, Board of 
Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldc., 
Sioux Falls. 

Basic science examinations December 
7-8 at the Medicine and Science Building, 
University of South Dakota, Vermillion. 
Applications must be filed by November 
23. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 E. 
15th St., Yankton. 


_ TENNESSEE 
Examinations in February and July at 
Nashville. Applications must be filed i5 


_ days prior to examination. Address \. 


E. McCoy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jac'- 
son. 


TEXAS 

Examinations December 6-8 at the Hi'- 
ton Hotel, Fort Worth. Applications for 
license by reciprocity must be filed at 
least 30 days prior to the meeting, am! 
applications for examination must be o1 
file 10 days prior to the meeting. Ad- 
dress M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Med'- 
cal Arts Bldg., Fort Worth 2. 


VERMONT 
Examinations in January. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


Journat A.O.A. 
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WASHINGTON 

Professional examinations in January. 
Address Mr. Edward C. Dohm, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in January. 
Applications must be filed 30 days prior 
to examination. Address Mr. Dohm. 


WISCONSIN 

Examinations January 8 at Madison. 
\ddress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg., 1 West Wilson St., 
\adison. 

Basic science examinations December 

at the Hotel Schroeder, Milwaukee. 
Applications must be filed by November 
23. Address Mr. W. H. Barber, secre- 
tary, Board of Examiners in the Basic 
Sciences, Ripon College, Ripon. 


Reregistration 
of osteopathic licenses 


October 31—Pennsylvania, $5.00. Ad- 
dress Mrs. Katherine M. Wollet, acting 
secretary, Bureau of Professional Licens- 
ing, Harrisburg. 

On or before November 1—Missouri, 
$2.00. Address F. C. Hopkins, D.O., sec- 


and Examination, 205 N. Fourth st., 
Hannibal. 

By November 1—Rhode Island, $1.00. 
Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 

December 1 — District of Columbia, 
$2.00. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 

December 1 — Georgia, $3.00. If re- 
newed after December 31, the fee is 
$10.00. For information address Harry 
E. Huff, D.O., acting secretary, Board of 
Osteopathic Examiners, Tifton. 

December 1—Oregon, resident, $15,00; 
nonresident inactive, $5.00. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Failing 
Bldg., Portland 4. 

December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for Os- 
teopathic Physicians, 1226 Highland, 
Jackson. 

Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.0., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell Rd., 
Phoenix 22. 

January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
(wer, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
S cramento 14. 

lanuary 1—Florida, $3.00. Address W. 
S. Horn, D.O., secretary, Board of Os- 
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retary, Board of Osteopathic Registration ° 


Raise Pain Threshold... 


Reduce Nervous Tension 


RELIEVE 
TENSION HEADACHE 


TABLETS 


Dose: 1 or 2 tablets every 
four hours, as needed 


Each tablet contains: 
Sandoptal (Allylbarbituric 
acid N.F. X)........ 50 mg. (%%4 gr.) 


Acetylsalicylic 
200 mg. (3 gr.) 


Acetophenetidin .... 130 mg. (2 gr ) 


Sandoz 


SANDOZ PHARMACEUTICALS 
HANOVER,N. J. 


teopathic Medical Examiners, 1500 Eighth 
Ave., Palmetto. 

January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 

January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of Os- 
teopathic Physicians, 248 Moorgate Blvd., 
Deer Lodge, Winnipeg. 

January 1—New York, $5.00, biennial- 
y. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 
secretary, 


aminations and Registrations, 23 S. Pearl 
St., Albany 7. 

January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 

January 1—Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bureau 
of Professional Licensing, Harrisburg. 

January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 

January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., secretary, Osteo- 


Bureau of Professional Ex- pathic Examining Board, 600 Zion’s Sav- 
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BuRDICK 
UT-4 ULTRASONIC UNIT $395 


This new addition to the Burdick line fulfills the busy practitioner’s 
need for a compact, high-quality ultrasonic unit at a moderate price. 


Weighing only 25 pounds, the Burdick UT-4 Ultrasonic unit has an 
effective maximum intensity of 21/, watts per sq. cm. and an irradi- 
ating surface of 6 sq. cm., with 15 watts total output. Complete unit 
measures only 9” x 12” x 16”. 


Its right-angle applicator assures ease and convenience, and the 6-foot 
flexible cable gives the operator ample freedom of movement. A Re- 
ceptor switch permits pre-setting intensity before starting treatment. 


Built in accordance with the recommendations of the American Stand- 
ards Association, the UT-4 carries the we or acceptance of 
F.C.C., Canadian Dept. Transport and Un 


Ask your Burdick dealer for a demonstration in your office, or write 
us for information. 


THE BURDICK CORPORATION 


erwriters’ Laboratories. 


MILTON, WISCONSIN 


ings Bank Bldg., Salt Lake City 1. 


January—Alberta. reregistration. 
Pay $10.00 a year membership in the 
College of Physicians and Surgeons, Al- 
berta, in January. 

During January—Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January—Minnesota, $2.00. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 

During January—Wisconsin, $3.00. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg. 1 W. Wilson St., 
Madison. 
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Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part 1 consist of anat- 


omy, including histology and embryology ; 
physiology ; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ob- 
stetrics and gynecology; pediatrics, neu- 
rology and psychiatry; public health, in- 
cluding hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology materia 
medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part Iil 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
1 year internship in a hospital approve: 
by the American Osteopathic Association 
for intern training. Part IIT is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


Muscular 
dystrophy” 


Jonathan Cohen, M.D. 
Robert Schwartz, M.D. 
Charles A. Janeway, M.D. 


Among the chronic diseases which have 
attracted attention in the field of public 
health, muscular dystrophy has many in 
teresting features. The widespread publi 
city given this disease has emphasize: 
and distorted many of the problems ti 


*From the Department of Orthopedic Sur- 
gery and Medicine, Children’s Medical Center, 
Boston, Massachusetts. Reprinted from Healt’: 
News (May, 1956), published monthly by the 
New York State Department of Health, Al- 
bany, New York. 
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presents to the community. In this article 
we will try to portray these problems and 
some of the more recent efforts to solve 
them. 

The first difficulty is that of defining 
the disease. The term muscular dystrophy 
applies in general to a condition of mus- 
cular weakness without neurological dis- 
ease, of disseminated or generalized dis- 
tribution, and attributable to degenerative 
changes localized in the muscle fibers. 
The etiology of the disease is unknown, 
and diagnosis rests almost entirely on 
clinical characteristics. These character- 
istics differ so widely from case to case 
that a classification of the main groups 
is imperative; yet no group of criteria 
has been acceptable to all concerned. 
Broadly speaking, there is general agree- 
ment on two groups of patients: the 
luchenne type and the facioscapulohum- 
cral type. No single criterion, however, is 
present in all cases included by each 
author under the two designations. 

The Duchenne type occurs usually in 
hoys, in the first four to six years of life, 
is aceompanied by pseudohypertrophic 
changes in the muscles, and is slowly 
progressive so that the patients rarely 
survive beyond the age of 18. Since about 
half of these patients present histories of 
familial incidence of the disease, with 
genetic analysis strongly in favor of sex- 
linked recessive inheritance, as in hemo- 
philia, the occurrence of this type of 
disease in girls, though rare, demands 
explanation. It seems clear that the cases 


in girls and probably some of those in ~ 


boys are due to an autosomal rather than 
to a sex-linked gene. This has led some 
authors to place the cases of autosomal 
origin in a third group, generally called 
the limb-girdle type. Others, in accepting 
such cases as the Duchenne type, resort 
to intricate and improbable genetic mech- 
anisms to explain these exceptions. Simi- 
lar difficulties in classification arise with 
respect to three other main characteris- 
tics of the Duchenne type of muscular 
dystrophy—its onset in early childhood, 
its progressive course, and its character- 
istic pseudohypertrophy. Since this form 
of muscular dystrophy is not the only 
one which occurs in childhood, one is not 
justified in calling this the childhood type 
of dystrophy. Similarly, although these 
cases rarely are nonprogressive, other 
forms of dystrophy include a few cases 
which are just as progressive in their 
course. The term progressive, therefore, 
cannot be restricted to this type. Pseudo- 
hypertrophy, the gross enlargement of 
muscle bellies without increase in muscle 
Strength, occurs in most cases, but may 
occur also in the other types, though 
rarely. Thus, one cannot name any single 
clinical characteristic which of itself 
characterizes all cases and no others. 
However, once the exceptional ‘cases 
are excluded, the clinical similarity of the 
Duchenne group is striking. The delayed 
motor development noted in infancy, the 
inability of these boys to keep up with 
their fellows in running, the progressive 
ditficulty in climbing stairs in the early 
school years, and the defective posture 
and gait are too well known for detailed 
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description here. However, the absence of 
mild or abortive cases should be under- 
scored. Where familial incidence is defi- 
nite, symptoms and signs in siblings are 
either sufficient for presumptive diagnosis 
or are absent. That is, no instances of 
formes frustes or of incomplete pene- 
trance are known. 

The progression of the disease, though 
unremitting, in some cases does not pass 
beyond the stage of difficulty in walking. 
Most patients, however, deteriorate to a 
wheel chair existence, and many progress 
to immobility in bed and ultimate death 
through respiratory failure. 

We have described the Duchenne type 
of muscular dystrophy in detail for sev- 
eral reasons. The medical difficulties in 
classification, in genetic analysis, and in 


prognosis are reflected in confusion sur- 
rounding the practical problems of patient 
care, family counseling, and schooling, 
to name but a few. 

We shall return to these problems 
later, but must consider briefly the other 
forms of dystrophy since, in the general 
usage of the term, all groups are in- 
cluded. Facioscapulohumeral dystrophy is 
a well-defined type. Nearly all of these 
patients present definite familial incidence, 
which, when analyzed genetically, strong- 
ly supports a mechanism of autosomal 
dominant inheritance. The unusually high 
regional incidence of this type of muscu- 
lar dystrophy in the State of Utah can 
be explained genetically. In most other 
areas, these cases are fewer in number 
than those of the Duchenne type. Onset 
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Loose stools in infancy pose a common but 
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every mother. Symptoms may not reach the 
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occurs before the age of 30, usually in 
the second decade, and progression is 
very slow so that the patients are seldom 
totally incapacitated and may survive to 
old age. Abortive cases are frequent, and 
often in such cases the face is minimally 
involved. This characteristic, where fa- 
milial incidence is low, is of value in 
differentiating facioscapulohumeral dys- 
trophy from the other types of the dis- 
ease. Many of these cases show slow 
progression of involvement from the mus- 
cles of the pectoral girdle to those of the 
pelvic girdle and back but rarely become 
completely nonambulatory. 

The third form of muscular dystrophy, 
termed by Walton and Nattrass_ the 
limb-girdle type, includes cases in which 
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either pelvic or pectoral girdles show the 
initial involvement, in which progression 
always occurs, but at a variable rate and 
to a variable degree, and in which famil- 
ial incidence is uncommon. Some of these 
cases begin in late childhood, others in 
early adult life, while a few appear dur- 
ing middle age. Ultimately, half of this 
group progress to total incapacity but 
only after many years. This type of dys- 
trophy occurs about as commonly as the 
facioscapulohumeral group and may, ac- 
cording to other classifications, include 
separate distinct subtypes whose defini- 
tion would not be appropriate in this 
paper. 

When muscular dystrophy is considered 
from the public health point of view, our 


main concern is with patients of the Du- 
chenne group since they are the most 
numerous and present the most varied 
problems. How numerous they are in the 
United States is difficult to estimate since 
thorough population studies are not avail- 
able. In England and North Ireland, how- 
ever, two studies of populations number- 
ing 2,000,000 and 1,400,000 vielded an 
incidence of 46 and 35 cases respectively. 
Judging by recent reports, the number o/ 
cases seems to be increasing compare 
with the number one or more generation: 

ago. If this suggested increase is a truc 
phenomenon and not due to better report- 
ing of cases, it cannot be attributed t: 

increased survival or to more efficien: 
diagnosis since neither of these factor- 
has been dramatically affected by receni 
medical advances. If it is genetic in ori- 
gin, however, we must explain it on th: 

basis of a high and perhaps increasin- 
mutation rate although this possibility i: 
remote indeed. Since the etiology is un- 
known, other unknown reasons for thx 

increase in incidence may also be opera- 
tive. 

One factor which tends to reduce thi 
incidence of the disease is the reduction 
in the size of a family as a direct conse- 
quence of the appearance of a case. 
However, since the disease is usually no‘ 
diagnosed in the first few years of life, 
it is possible for the mother to pass tlic 
genetic trait to several children, especially 
to her daughters, before an adequate ap- 
praisal of the genetic problem can be 
made. It is easy to imagine the predica- 
ment of the physician, faced with the 
uncertain knowledge of the genetics of 
this problem, when parents need practi- 
cal answers to questions concerning the 
possible outcome of future pregnancies. 

When a patient’s ability to carry on 
normal activities becomes seriously im- 
paired, the problem of the family becomes 
very difficult to meet. During the period 
when the child can still attend schoo! the 
difficulties are relatively minor—he can- 
not attend a school where much stair 
climbing is necessary, or he requires spe- 
cial attention both in school and at home. 
When the child can no longer walk, how- 
ever, his problems become unique when 
compared with those of most other handi- 
capped children. The physical effort of 
handling such a child, often marked!. 
obese from inactivity, of transferring him 
from wheel chair to bed and back, of 
bathing and attending to his toilet need, 
often take up much of his mother’s tim 
Help from community agencies in the 
form of visiting nurses, physiotherapis:3 
and other types of assistance is seldom 
significant in the face of a situation whic 
is so chronic and progressive. When oie 
interviews groups of parents who have 
children with muscular dystrophy, one '3 
struck by the inadequacy of communily 
facilities to aid these families. The hop-- 
lessness of the situation makes it difficu't 
for medical practitioners to fulfill weil 
their supportive role when illness in these 
patients demands attention. The services 
of home school teachers, visiting nurscs, 
and physiotherapists are often soug)t 
eagerly and used for a time to provice 
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personal contacts outside the family circle 
to the affected children. After a while 
these aids are gradually dropped. Most 
patients who are totally incapacitated 
eventually become shut-ins who may be 
taken out of the house once or twice a 
year and who do little else but watch 
television. 

There has been no great pressure for 
facilities for hospitalization or custodial 
care of these patients since their disabili- 
ties develop so gradually and since the 
family group as a rule can accommodate 
itself to them. A few patients find their 
way into institutions for the schooling 
and care of handicapped children. Gen- 
erally speaking, however, officials of such 
institutions, with their facilities in great 
demand, prefer not to accept muscular 
dystrophy patients because of the special 
problems which their progressive weak- 
ness imposes on the staff. 

What is being done and can be done 
to remedy the situation? The first em- 
phasis is on medical research. Those 
organizations interested in muscular dys- 
trophy have encouraged investigators to 
tackle different phases of the fundamen- 
tal problems of the anatomy, physiology, 
biochemistry, and pathology of muscles, 
and have aided materially in the support 
of these investigations. The variety of 
approaches which are being made to the 
study of the disease is a reflection of our 
ignorance of its causes and, indeed, of 
the precise localization of the pathological 
process. With the wide field of research 
needed, intensive studies in all of the 
directions which suggest themselves are 
obviously impossible. The choice of the 
leads which are most promising is very 
difficult, in contrast to research on such 
diseases as poliomyelitis where many of 
the characteristics of the etiological agent 
are known and studies can be planned 
with assurance of direct applicability of 
the knowledge obtained to prevention or 
amelioration of the disease process. 

In this article it is impossible even to 
touch upon the multitudinous studies, re- 
cent and current, which relate to muscu- 
lar dystrophy. Many organizations are 
providing financial support for these re- 
search projects. Through the intramural 
and extramural programs of the National 
Institute of Arthritis and Metabolic Dis- 
ease and the National Institute of Neuro- 
logical Diseases and Blindness (two of 
the National Institutes of Health) work 
in this field has consistently been encour- 
aged. Some states have also lent their 
support either directly or through state 
medical schools ; many charitable founda- 
tions and private educational institutions 
have helped through the medical schools 
and hospitals connected with them. Three 
different volunteer organizations — the 
Muscular Dystrophy Associations of 
\merica, The National Foundation for 
Muscular Dystrophy, and the National 
Foundation for Muscular Dystrophy Re- 
search—are dedicated to finding the cause 
and thus the means of preventing or cur- 
ing muscular dystrophy. They were 
iormed by parents of affected children, 
by sufferers from the disease, or by 
friends of its victims, amd are raising 
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funds through public campaigns in order 
to provide money for research. 
Although research is extending our un- 
derstanding of muscle function and struc- 
ture, we are still ignorant of the nature 
and cause of the dystrophic process. As 
in other fields many of the studies, which 
later may prove of utmost importance, 
at present may seem related only to basic 
physiological processes whose applica- 
bility to muscular dystrophy is far fetched 
indeed. Research directly relating to the 
disease process has been disappointing in 
the results achieved. For example, it is 
very desirable to have laboratory tests, 
preferably of quantitative type, to assist 
in the diagnosis of very early cases or in 
the recognition of slight changes in the 


course of the disease. Laboratory pro- 
cedures have been of little help with the 
possible exceptions of the histological 
diagnosis of biopsy material and the mea- 
surement of creatine metabolism. Neither 
of these procedures has contributed a 
great deal more to the understanding of 
individual cases than can be obtained by 
clinical appraisal of the patients in the 
time-honored manner. 

Approaches to therapy have also proved 
difficult. The mainstay of medical treat- 
ment has been the art of physiotherapy 
which tries to prevent loss of function by 
promoting proper muscle activity and the 
prevention of deformity. To learn how 
effective these measures really are for 
these patients is the goal of an intensive 
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study at the New York State Rehabilita- 
tion Center at West Haverstraw. In this 
hospital a group of workers has tried to 
determine which rehabilitation measures 
will prove most effective for these pa- 
tients. Coordinately, drug-testing pro- 
grams have been devised to evaluate the 
possible effects of different preparations 
on the course of the disease. Similar drug 
testing programs have been started at 
other centers. The planning of these pro- 
grams is made particularly difficult by 
the unique specificity of the disease for 
human subjects, by the lack of any simi- 
lar condition in animals which might 
provide a basis for preliminary screening 
of drugs, and by the lack of any rational 
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basis for the selection of potential thera- 
peutic agents. 

Some of the specific medical problems 
of these patients will. undoubtedly be an- 
swered as research continues but thus far 
research has had but little impact on the 
practical aspects of handling these pa- 
tients and their families. In the absence 
of any specific medical treatment, em- 
phasis must be placed on minimizing 
physical disability by judicious physio- 
therapy but, above all, on doing every- 
thing possible to give the patient and his 
family an opportunity for as full a life 
as possible. Thus the treatment of the 
patient with this disease, as in the other 
chronic, incurable disorders, must be pri- 


marily social rather than medical. A great 
need exists for integrated and varied 
community services providing a_ broad 
program of care for this type of patient. 
Only under unusual circumstances are 
families able to provide such a program 
through their own resources and, gener- 
ally speaking, they must call upon the 
community for help. As we have indicat- 
ed, the help available is usually inadequate. 
Although the number of cases of mus- 
cular dystrophy in any large communit, 
is sufficient to justify some provision for 
these patients, it is certainly insufficien' 
to warrant a program for them (even i! 
it were desirable) entirely separate fron: 
those for children with other severe han- 
dicaps. We believe the soundest commu- 
nity approach to this problem is throug! 
coordination of services to many types oi 
handicapped children, with sufficient elas 
ticity in these services to meet the specia! 
needs of each group. The coordination oi 
physiotherapy, occupational therapy, spe- 
cial educational opportunities, recreational 
activities, and group psychotherapy for 
parents such as that provided in the bet- 
ter rehabilitation centers, is needed on a 
home care basis for many of these chil- 
dren. Moreover, since the burden of care 
tends to fall heavily on the parents, par- 
ticularly the mothers of these home-bound 
children, means must be found not only 
to get the child out of his home on oc- 
casion but also to give his mother a much 
needed respite from the constant physical 
and emotional strain to which she is in- 
evitably subjected. The same _ general 
services and facilities are needed for pa- 
tients with cerebral palsy, paralytic polio- 
myelitis, certain congenital anomalies and 
other crippling diseases of childhood. 
They could easily be extended to include 
patients with muscular dystrophy. 


Each community presents unique prob- 
lems as to the means to be adopted in 
coordinating the activities and resources 
of tax-supported agencies and privately 
financed charitable organizations in order 
best to achieve the basic objective of pro- 
viding for each child the maximum op- 
portunity for self-development within the 
limits imposed by his handicap. The pri- 
vate physician, who often acts as family 
counselor, is usually acquainted with 
some of the facilities available to his 
patients but, as often as not, is not in a 
position to coordinate the type of total 
home care which is necessary in so many 
cases. In one area, the need may best be 
met by designating a regional center for 
assessing the needs of such patients and 
directing them to the proper service fa- 
cilities; in another, the provision of a 
number of medical social workers may 
be a more effective means of mobilizing 
the total resources of the community for 
the benefit of handicapped children. In 
any case, until the happy day when medi- 
cal science is able to provide the means 
of preventing or curing muscular dys- 
trophy, it is an obligation of every com- 
munity to provide the social mechanisms 
for giving the victims of this disease the 
opportunity for as full a life as possible 
in common with all other children with 
severely handicapping diseases. 
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Cancer in midlife* 


Cancer (malignant neoplasms) ranks 
second only to heart disease as a cause 
of death in middle life, that is, in the 
age range 45-64 years. In 1955 there 
were more than 90,000 cancer deaths at 
these ages in the United States; they 
accounted for about one fourth of the 
total mortality in this age group and 
ior nearly two fifths of the deaths from 
cancer at all ages combined. It is esti- 
mated that one out of every eight per- 
sons reaching age 45 will develop cancer 
hy age 65. 

Currently, about 230,000 new cases of 
cancer occur in our country each year 
among persons in the age range 45-64; 
125,000, or little more than half, are among 
women. These estimates are based upon 
the findings in the cancer morbidity sur- 
vey made in 10 major cities in 1947-48.+ 
At the time of that study, there was 
about one case of cancer in every 200 
white women at ages 45-49, the propor- 
tion increasing to one in every 90 at 
ages 60-64. Among white men the cor- 
responding rise in prevalance of the dis- 
ease with advance in age was much more 
rapid—from one case in every 350 to 
one in every 80. This morbidity study 
indicated that in middle life the most 
common sites of cancer among white 
women were the breast and uterus, and 
among white men the skin and lung. 


The mortality from cancer in recent 


years has shown divergent trends for: 


the two sexes. Among white women 
insured under Industrial policies in the 
Metropolitan Life Insurance Company, 
the cancer death rate in middle life fell 
13 percent between 1944-45 and 1954-55. 
At ages 45-54 the rate decreased from 
196.6 to 171.3 per 100,000, and at ages 
55-64 from 391.2 to 340.1. Among white 
men the death rate from the cause rose 
about as rapidly as it fell among women. 
As a consequence of these divergent 
trends, the cancer death rate among men 
is now 13 percent higher than that for 
women at ages 45-54, whereas a decade 
earlier it was 11 percent below the rate 
for women. At ages 55-64, the excess 
male mortality from cancer increased 
from 16 percent to more than 50 nercent. 

The upward trend in cancer mortality 
among middle-aged men has been due 
largely to the marked rise in the recorded 
death rate from lung cancer. In the 
decade between 1944-45 and 1954-55 lung 
cancer at ages 45-54 increased from 34.3 
to 59.2 per 100,000, or by three fourths, 
and at ages 55-64 from 75.3 to 143.6, 
or nearly double. The factors which 
may be involved in this rise are under 
intensive investigation. Much of it is 
believed to reflect more frequent detec- 
tion of such cancers and the more com- 
mon tendency to designate the lung as 
the primary site, but part of the rise 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June, 1956. 

*Dorn, Harold F., and Cutler, Sidney J., 
\lorbidity From Cancer in the United States, 
P irt 1. Public Health Monograph No. 29, Pub- 
ic Health Service, 1955. 
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is believed to be real. At present, lung 
cancer in this insurance experience ac- 
counts for nearly 30 percent of the total 
cancer mortality among men in the age 
range 45-64. The rate is at least three 
times the comparable death rate from 
cancer of the stomach, the next leading 
site. 

In both sexes there has been a sizable 
reduction in the mortality from cancer 
of the digestive tract, especially of the 
stomach. The reasons for this favorable 
trend are obscure. While some progress 
has been made in the surgical treatment 
of stomach cancer, this is probably not 
a major factor, because only a relatively 
small proportion of the cases are caught 
early enough for treatment to be success- 


ful. It appears more likely that the 
recorded decline in mortality represents, 
in part, the generally increased accuracy 
in diagnosis and reporting, with fewer 
deaths being attributed to cancer of the 
stomach; in part, the decline may reflect 
a real decrease in the frequency of 
stomach cancer. 

Middle-aged women experienced a re- 
duction of about a third in the mortality 
from uterine cancer. This is one of the 
brightest features of the cancer picture 
because it reflects the results of pre- 
ventive measures, and of early diagnosis 
and therapy. More specifically, the prog- 
ress made in this area of cancer control 
is a consequence of the prevention or 
correction of injuries sustained during 
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childbirth, the intensified search for cases 
in their early stages—aided in recent 
years by the use of the Papanicolaou 
technique—and prompt treatment by sur- 
gery and radiation. A puzzling phenome- 
non, however, is the relative stability of 
the mortality from breast cancer among 
women, despite a widespread campaign 
for early detection of cancer in this ac- 
cessible site. The fact that breast cancer 
often spreads before the woman is aware 
of the disease is probably a partial ex- 
planation. It may be that the trend is 


more favorable than appears from the 
figures because there has been an in- 
creasing tendency for the breast to be 
designated as the primary site when it is 
reported in association with cancer of 
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other sites. Death rates as well as in- 
cidence rates are higher for cancers of 
the breast and uterus than for any other 
sites among middle-aged women. To- 
gether, these two sites account for more 
than two fifths of all cancer deaths 
among women at ages 45-54 and for 
about one third at ages 55-64. 

Fatal cancers in middle life are con- 
siderably more frequent among men than 
among women for practically all sites, 
except the breast and genital organs. 
The difference is especially large for 
cancer of the lung, the death rate for 
males being more than 10 times that for 
females. A large excess in cancer mor- 
tality among males is also recorded for 
the buccal cavity, stomach, and urinary 


organs. In general, the excess male mor- 
tality is relatively greater at ages 55-64 
than at 45-54. 

The cancer death toll in the United 
States could be reduced appreciably if 
men and women in middle life sought 
prompt medical attention for symptoms 
that might signify malignant growth. In 
the present state of knowledge, early de- 
tection and treatment are the major 
means of control. Hope for the ultimat« 
solution of the cancer problem depends 
upon research into the causes of th 
disease. 


Cardiovascular 


diseases and public 


health* 


By John W’. Ferree, M.D., M.P.H.7 


ASSOCIATION-HEALTH DEPARTMENT 
RELATION 


At about the same time the American 
Heart Association became a voluntary 
health agency, the National Heart Insti- 
tute came into being as one of the Na- 
tional Institutes of Health. In 1950, lay 
and professional leaders of the two 
groups met together in Washington for 
the First National Conference on Cardio- 
vascular Diseases “to determine what we 
know about cardiovascular disease and 
how we can apply this knowledge to pre- 
vent and cure it.” What came out of the 
conference became the basis for much of 
the work that both groups have since 
done. 

This past year, the National Heart In- 
stitute and the American Heart Associa- 
tion undertook an educational campaign 
against rheumatic fever, jointly prepar- 
ing materials for distribution to health 
departments and heart associations. “he 
basis of the campaign is a 4-page state- 
ment by the AHA Council on Rheumatic 
Fever and Congenital Heart Disease, en- 
titled “Prevention of Rheumatic Fever 
and Bacterial Endocarditis Through Con- 
trol of Streptococcal Infections.” This 
was issued first in 1953 and revised in 
1955. Other educational materials in the 
“Stop Rheumatic Fever” unit’ include a 
black-and-white film, discussion guide, 
and leaflets. 

The Manual on Administration and 
Organization for Affiliates of the Ameri- 
can Heart Association clearly spells out 
the heart association-health department 
relationship : 

“Official agencies are legally charged 
with the responsibility of protecting the 
public’s health. Heart associations have 


*Reprinted from Public Health Reports, Feb- 
ruary, 1956. This article is continued from the 
September JourNaL. 

7Dr. Ferree is director of community serv- 
ices and education, American Heart Associa- 
tion, New York, N. Y. He was formerly State 


health commissioner of Indiana. 
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voluntarily assumed a share in this re- 
sponsibility and should work closely with 
official agencies toward their common 
goal. 

“Any programs undertaken by a heart 
association should be brought to the at- 
tention of the health department. A num- 
her of health departments have developed 
extensive programs for the control of 
heart disease. Because these programs, 
lke those of heart associations, are fi- 
nanced by public funds, both agencies are 
responsible for seeing that the funds are 
not wasted through overlapping or com- 
petitive programs. 

“A practical arrangement is to have an 
officer or board member of the heart as- 
sociation on the health department’s ad- 
yisory committee and to have a member 
of the board or staff of the health depart- 
ment on the board of the heart associa- 
tion. 

“This does: not mean that every enter- 
prise must be a joint one; each agency 
maintains its identity and individuality 
because each has something different to 
offer. The broad community representa- 
tion in the heart association makes it 
possible for the association to furnish 
leadership, to act as a pioneer in program 
development, and to stimulate the official 
agency to make the best possible use of 
its resources of money and_ personnel. 
Very often the two agencies working 
together can accomplish more than they 
could achieve separately.” 

How does this statement work in prac- 
tice? 

In New York staff members of the 
statewide heart affiliate spend 2 or 3 days 
each year in meetings with representa- 
tives of the State health department, wel- 
fare department, and division of voca- 
tional rehabilitation. At these meetings, 
government and heart association per- 
sonnel exchange ideas and information 
on rehabilitation, public health nursing 
and education, school health, chronic dis- 
ease, and other areas of mutual concern. 

Not only do the groups find they un- 
derstand each other better, but often new 
programs develop as a result of these 
sessions. From the liaison in New York, 
the heart affiliate undertook a demonstra- 
tion project in rehabilitation at the sug- 
gestion of the State health department. 
The health department will take over the 
project—paying the salary of a rehabili- 
tation counselor on the health department 
team—at the end of the 3-year demon- 
stration period. 

Sometimes the financial responsibility 
for projects is reversed, as in the cardiac 
work classification unit of the Heart As- 
sociation of Southeastern Pennsylvania. 
The Pennsylvania Department of Health 
finances the unit, which provides for 
service to individuals whose employment 
problems are caused by cardiovascular 
disease. 

One of the reasons heart associations 
find it so important to work with their 
local health departments, medical so- 
cicties, and other groups stems from the 
AHA policy of spending money not for 
individual care but for community pro- 
grams in cooperation with others, for 


Vai 


. 56, Oct. 1956 


Sane time, effort 
and your back... 
with the new 


ELECTRIC 


TABLE 


Now! An end to under-the-table, backbreak- 

| ing, awkward hand adjustments. At the flick 

of a finger the top of this new AO Electric 

| Instrument Table glides up and down. . . 
total excursion, 1114” . . . instantly reversible 
without overtravel. Instruments are effortlessly 
positioned in proper relationship to your 
patient’s eye level. 


limed oak Panelyte . . . new hardsurfaced 
plastic material resistant to abrasion, chipping 
and wear. Amazing new EPOXY finish has 
remarkable adhesive qualities, is the most 
durable enamel known. Choice of three smart 
colors: jade green, ivory tan and coral add 
new beauty to your professional office. Rug- 


| Spacious 19” x 2214” top covered in gray 
| 


+T.M. Reg. by American Optical Company 


demonstration projects where needed fa- 
cilities do not exist, or for salaries and 
equipment to supplement the services of 
some other agency. 

Behind this policy is the belief that the 
association’s purposes will not be best 
served by giving financial aid to individ- 
uals to cover the costs of medical or 
nursing care, hospital bills, or drugs. 
Tremendous sums, far greater than those 
available to the association, would be nec- 
essary to meet such requirements on a 
fair and comprehensive basis. Moreover, 
diverting the association’s limited funds 
to comparatively few individual patients 
would undermine its ability to carry out 
the program it has evolved to benefit 
all heart patients and to reduce cardio- 
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vascular disease as a threat to the Na- 
tion’s health. 


HEALTH DEPARTMENT PROBLEMS 


The American Heart Association rec- 
ognizes the difficulties faced by health de- 
partments in meeting the problems of 
cardiovascular diseases. Shortage of 
funds, insufficient personnel, hands full 
just keeping up the traditional health de- 
partment functions—these are familiar 
conditions. Yet, as the communicable 
diseases fade as a major health problem 
and the chronic illnesses take their place, 
changes will be appropriate and possible. 

A recent study made in Buffalo, N. Y., 
reveals that crowding, water supply, and 
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sewage disposal have little bearing on 
four of the most frequent causes of 
death—heart disease, cancer, stroke, and 
diabetes.* Certainly this is not to say 
that health departments should lessen 
their vigilance on the old problems. They 
will still be with us. And, as the Buffalo 
study also shows, deaths from infective 
and parasitic diseases are related to hous- 
ing, water, and sanitation. But in time, 
control of these will be left-hand func- 
tions of the health department. As the 
chronic illnesses become more pressing 
problems, the emphasis will shift. 

Until public awareness and financial re- 
sources and sufficient personnel make the 
shift possible, what can a health depart- 
ment do so far as cardiovascular diseases 
go? 
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A health department, with little or no 
extra expenditure of time, money, or 
energy, can accomplish much simply by 
becoming heart conscious—being aware 
of the entire cardiovascular problem and 
letting this awareness pervade thinking 
and planning in all ‘service and education 
programs: 

Films taken in mass X-ray surveys 
can be read for possible heart disease and 
suspected cases followed up for diagnosis 
and treatment. 

In prenatal clinics, special attention 
can be paid to pregnant women who have 
congenital or acquired heart disease. 

Programs to control communicable dis- 
eases can include control of streptococcal 
infections. 

Laboratory facilities can be used for 


blood sedimentation rates and antistrep- 
tolysin-O titers in suspected rheumatic 
fever and throat cultures in suspected 
streptococcal infection; laboratory tech- 
nicians can be trained in prothrombin- 
time determination. 

Nursing and convalescent homes can 
be inspected from the point of view of 
nutritional requirements and_ physical 
limitations of cardiovascular patients. 

In nutrition programs, emphasis can he 
placed on counseling as regards various 
nutritional needs, such as the low-sodium 
diet for hypertension and congestive heart 
failure, and on problems of overweigitt. 

In school health surveys, children with 
congenital or rheumatic heart defects 
can be discovered. Through followup 
services they can obtain the care and 
management possible through a greaily 
expanded knowledge in the two fielis. 
It is here that the Crippled Children’s 
Program has so much to offer. 

Public health nurses can be instructed 
in the nursing care of cardiac patients. 

A clearer picture of the cardiovascular 
problem can be obtained through careiul 
record-keeping. 

In all health education programs, car- 
diovascular disease can be treated to dis- 
pel fear and replace it with a reasonable, 
more objective viewpoint. Teachers and 
parents can be informed about the rela- 
tionship of streptococcal infections to 
rheumatic fever. 

All these are things which health de- 
partments can do within their existing 
framework. A number of health depart- 
ments, of course, are engaged in major 
programs related to cardiovascular dis- 
ease. 

The cardiovascular disease studies be- 
ing conducted in Massachusetts, Cali- 
fornia, and New York State, among 
others, are calculated to give us the 
kinds of information that will more 
clearly define health department and heart 
association roles in prevention and cen- 
trol of cardiovascular diseases through 
organized community effort. 

In these heart disease control pro- 
grams, “prevention” is the key word. 
“Characteristically,” writes Lester Bres- 
low, chief of California’s bureau of 
chronic diseases, “the public health ap- 
proach to problems stresses prevention. As 
applied to heart disease and other chronic 
diseases, prevention includes measures 
which avert the occurrence of disease 
(primary prevention) and those which halt 
or retard the progression of disease into 
disability or premature death (secondary 
prevention).” 

However much a health department is 
able to do now, and does do, it can he 
sure of having the help and support of 
its neighboring heart association. Hert 
association and health department alike 
are both working toward the prevention, 
in its broadest sense, of cardiovascular 
disease. 


References 
1. Stop rheumatic fever—Health education 
unit. Pub. Health Rep. 70:508, May 1955. 
2. Mattison, B. F.: Epidemiological tech- 
niques and data in planning public health pro- 
grams. Pub. Health Rep. 70:625-632, July 1955. 
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Changing 
the priorities 
in public health* 


George James, M.D., M.P.H.4 


The health officer is often asked to 
describe his formula for starting new 
programs and getting rid of old unpro- 
ductive ones. This chapter in the art of 
public health includes more than program 
development and is considered here under 
the broader heading, “Changing the Pri- 
orities in Public Health.” During this era 
of rapid change in program content, 
health officers are forced to employ this 
art to an unusual degree. The present 
discussion is offered with the hope that 
some public health practitioners may be 
aided by statements that reduce their 
daily problems to simple generalizations 
which have “deductive fertility.” 


CRITERIA FOR DETERMINING 
A PRIORITY 

The establishment of priority is one of 
the major responsibilities of the health 
officer and provides tangible evidence of 
his capacity for leadership.** Before 
giving consideration to changing priori- 
ties, it would be well to list some of the 
criteria for establishing them. Those listed 
below are suggested in part by Ascher 


“* and are illustrated by examples from . 


the public health field. 

Urgency. There is no doubt that the 
health problems created by a smallpox 
outbreak or a flood deserve top priority. 
A breakdown in one of our major bar- 
riers against communicable disease, or a 
mass debacle of any kind, must receive 
our immediate attention. 

Feasibility. Often a program could be 
readily undertaken with existing re- 
sources if a slight amount of effort were 
added. The teaching of self-breast pal- 
pation to middle-aged women by public 
health nurses can be given priority as 
part of each visit to a new family under 
the generalized public health nursing pro- 
gram. Similarly, the use of the tubercu- 
losis mass chest X-ray survey for the 
detection of heart disease is another ex- 
ample of an extra dividend program. 

Scope. Will the program be of benefit 
to a significant number of citizens cr only 
a few? Will it be countrywide or only 
of value to one small area? It is obvious, 
for example, that higher priority will be 
given to a health education program on 


Reprinted from Public Health Reports, July 
956 
‘Dr. James is director of health, Akron City 
Health Department, Akron, Ohio. He began his 
public heaith career in 1942 as assistant health 
ofiicer in Williamson County, Tenn. In 1945, 
he began a decade of service with the New 
York State Department of Health and was 
serving as assistant commissioner for program 
development and evaluation prior to his present 
assignment. In addition, he has taught at the 
Yale University School of Medicine, Johns 
Hopkins School of Hygiene and Public Health, 
and the Albany Medical College of Union Uni- 
versity. He presented this paper at the annual 
meeting of the Oklahoma Public Health Asso- 
clonon, held November 9, 1955, at Stillwater. 
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the early signs of cancer than one on 
muscular dystrophy. 

Preparation for something more exten- 
sive. Dr. Ascher calls this the “multi- 
plier effect.”” Some communities have de- 
veloped a mobile physiotherapy vnit to 
give simple treatments to home-bound 
patients with arthritis. This is deemed 
worthy of priority, since it is probably 
the first step in a more elaborate program 
of home care and rehabilitation for all 
varieties of chronic illness. 

Coordination between existing pro- 
grams. Several communities have itivested 
heavily in programs of slum cléarance 
and construction of low cost housing. 
Health units in those areas can gear their 
environmental sanitation activities to 
make the total program more effective. 


The health officer is often able to provide 
the cement which integrates the vital 
community programs of other agencies. 
Many examples of this can be found in 
existing air pollution, hospital planning, 
and mental health programs. 

Practicality. This is the old concept of 
efficiency. When the expected return on 
a small program investment is very great, 
it becomes a practical matter to give that 
program a high priority. In this category 
one can place fluoridation of the public 
water supply, since at an annual cost of 
about 10 cents per capita a two-thirds 
reduction in dental caries among children 
can eventually be achieved. Another ex- 
ample is the allocation of official funds 
for the treatment of cases of ringworm 
of the scalp because of the far greater 
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nonsensitizing ... 
rapid acting...deeply penetrating... _ 


topical anesthesia 


® Xylocaine Ointment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 


sensitizing or toxic reactions. 


AURAL 
EXAMINATIONS 


4 


XYLOCAINE’ OINTMENT asm 


(Brond of tidocaine*} 
iS Xyleceine Ointment is now made available at the request my 
of many physicians, surgeons, and anesthesiologists 
who routinely use Xylocaine HC! Solution. 
Astra Pharmaceutical Products, inc. 
Worcester 6, Mess., U.S.A. 


community cost of the uncontrolled spread 
of this disease among school children. 

Special ability or special mandate. By 
virtue of its unique skill or legal powers 
the health department is often the only 
one or the one best able to perform a 
particular service. The collection, tabula- 
tion, and analysis of morbidity and mor- 
tality data, the performance of health 
services for school children, and the de- 
velopment of inservice medical care pro- 
grams in municipal government have 
fallen to the lot of some health officers. 
It would usually be impossible for a 
community to develop effective programs 
in these fields should the health officer 
fail to give them priority. 

Good will. The performance 0 ade- 
quate health programs requires a back- 
ground of community good will anid sup- 


St 


to prevent pain or discomfort during 


soluble vehicle as 2.5% and 5% 


also available in wide-mouth jars) each a: 
containing 35 grams (approx. 1.25 ounces). 4 


® Controls pain, itching and burning 
sensations. May also be applied 


examination and instrumentation. 


© Available in a nonstaining, water 


Xylocaine base in collapsibletubes (5% 


port. Practically every health officer has, 
on occasion, given high priority to pro- 
grams of low health importance as a mat- 
ter of sound public relations. To avoid 
later confusion, the health officer should 
openly admit that the chief objective of 
such a health program is the enhancement 
of good public relations if that is the 


tact. 


CHANGING THE PRIORITIES 

The development of any health pro- 
gram requires attention to certain stra- 
tegic factors in the community. With 
respect to any one program, these factors 
are favorable or unfavorable to some de- 
gree. If entirely favorable, active service 
may begin immediately; if unfavorable, 
various subsidiary developmental steps 
must precede the large-scale program. 


The physician who performed a “Smit!i- 
wick” operation for the hypertensive dis- 
ease of an influential State legislator was 
in a favorable position to promote a State 
hypertension commission. The availability 
of Federal funds for State industrial hy - 
giene services during World War IT re- 
sulted in the development of such diyi- 
sions in the States that had not vet 
established them. Support for special 
case-finding programs among hospital a|- 
missions hy local tuberculosis associations 
has sold these services to many comm- 
nities. 

The health othcer who always wats 
patiently for the time when strategic fac- 
tors hecome favorable can be said to |e 
selecting his priorities on the basis of 
passive opportunism, that is, priority is 
given to something dramatic and success- 
ful, not necessarily that which is most 
needed to meet local problems. Such « 
health officer looks for and pounces upon 
the health angle of any general project 
that catches the community’s faney. This 
evokes that comparison between a states- 
man and a technician in public health,’ 
which may he applied to the opportunist. 
The opportunist in public health pursues 
fleeting, short-term, popular goals which 
are dramatic and sure of success; the 
statesman is not reluctant to lend his pres- 
tige to the struggle for those long-range 
goals which are greatly needed although 
temporarily neither popular nor feasible. 

Lest one be tempted to develop a uni- 
versal dislike for the public health op- 
portunist, let him be advised quickly to 
correct that impression. Many of our ex- 
cellent health programs in child health, 
medical rehabilitation, and research in 
chronic disease, owe their origin to a 
unique and happy combination of local 
factors. In fact, a health officer should 
be criticized for not taking advantage of 
such good fortune. Rather must the test 
of the practice of passive opportunism 
come from two other questions : 

Having once seized the opportunity, 
has the health officer proceeded methodi- 
cally and scientifically to build a firm and 
successful program, or has he dropped 
this one for the next fair prospect which 
loomed into his jurisdictional field ? 

Is his total program a conglomerate of 
activities which arrived opportunely, or 
has he left his impact upon the field of 
public health practice through progranis 
developed with a greater sense of his 
own responsibility for determination of 
priority ? 

The health officer of today expects ‘0 
develop programs even when local stra- 
tegic factors are not quite satisfactory. 
This chapter on the art of public healil 
practice is the crux of our current task 
in the establishment of useful prograis 
against the chronic degenerative diseases 
and accidents. Several examples will ec 
considered to illustrate how priorities c.n 
be changed in the absence of perfection 
in local strategic factors. 

The act:ve opportunist. A health officer 
can act the opportunist even if there are 
no current opportunities. This might be 
dubbed “the program plan approac!i.” 
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Tius health officer sets many irons in the 
fire. When one of them gets hot, he steps 
in quickly and forges his program along 
the lines already planned. Instead of fore- 
ing a public reaction, the health officer 
needs merely wait for public opinion to 
force the program, which will be any of 
those he has been holding in readiness. 

The danger of such an approach, is, of 
course, that full many an excellent pro- 
gram may be “born to blush unseen.” The 
health literature is replete with excellent 
program plans which read well but re- 
count only an idea, not a blueprint for 
action which was effectively taken. After 
all, how does one judge a program plan 
which has not been translated into action. 

\gain, let the reader be assured that 
there need be no invidiousness attached 
to this technique of changing priorities. 
In fact, it is to be highly recommended 
for those programs which reason tells us 
are due for the touch of Midas. Health 
ollicers would do well to plan thoroughly 
in the field of adult rehabilitation, home 
care, radiological health, and mental 
health. Yet, once having planned, should 
we not do something more with our script 
than file it away until D-Day? If not, 
is there not the distinct danger that some 
other agency, presumably less well quali- 
fied than the trained health department, 
will seize the initiative because it happens 
to be more available to certain newly de- 
veloping strategic factors ? 

The demonstration. Long an honored 
approach to the changing of priorities, 
the demonstration is usually characterized 
by its heavy accent on quality service. 
Less well recognized is the fact that the 
demonstration should be used only when 
the health officer is sure of his scientific 
and practical grounds. A demonstration, 
it should be remembered, can also be 
taken by our critics as proof that some- 
thing cannot he done. 

In developing the project, care should 
be taken to bite off no more than can be 
thoroughly chewed. If you are planning 
a complete and integrated school health 
demonstration program, do not try to es- 
tablish it in your entire district. One cen- 
sus tract, one school, or even one class- 
room may be all you can handle effectively 
without compromising quality. The dem- 
onstration team must be overstaffed ; later 
on is time enough to prove we can do 
the job or the major part of the job with 
less expense and personnel. Public rela- 
tions skill is required and care must be 
exercised. The population involved can 
learn to consider themselves unhappily 
as guinea pigs, or with good public edu- 
cation, as those fortunate few who are 
privileged to receive the first chance to 
participate in an excellent program. 

The demonstration approach is useful 
today for diabetes detection programs, 
heart disease detection by mass survey, 
prophylactic treatment of cases of rheu- 
matic fever, and tumor diagnostic clinics. 
li, perhaps, should not yet be used for 
obesity control, which still seems to be 
based upon too much scientific conjecture 
to be predictable. 

The research approach. The research 
Project differs from the demonstration in 
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biliary dyspepsia & constipation 


Rehfuss! has stated that after 40, constipation is “the greatest single medical 
| problem” and Shaftel? reports on the exceptional clinical results of Caroid® 
| and Bile Salts in chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints 
_ of flatulence and indigestion point to biliary dysfunction and digestive im- 


pairment as factors coexisting with constipation. 


| 
| Caroid and Bile Salts Tablets are ideally suited for broad coverage in these 
| cases. Through their 3-way action, they: 


dyspepsia and constipation. 


e INCREASE BILE FLow 
¢ IMPROVE DIGESTION 
PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically 
established and proved over the years. Try them in your next case of biliary 


| Available — bottles of 20, 50, 100. For professional samples address: 


American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 


one major respect: Its scientific basis is 
not yet considered proved. In fact, the 
central idea of establishing the project is 
to discover more scientific evidence, al- 
though it may also render good service 
to the study population. Our welfare 
colleagues have coined the term “service- 
linked research” as a fitting description 
of this method of program development.’ 

The Albany Cardiovascular Health 
Center” * is a good example of this tech- 
nique of changing priorities. The State 
civil service’s male population between 
the ages of 40 and 54 are receiving a 
complete periodic cardiovascular evalua- 
tion under a project established by the 
New York State Department of Health. 
Not only is this project stimulating fun- 


damental research among the team who 
are members of the staff of the Albany 
Medical College or the State Health De- 
partment, but it is also aimed at: 

¢ Evaluating the validity and reliabili- 
ty of techniques for the early diagnosis 
of coronary heart disease and hyperten- 
sion. 

* Stimulating an interest in heart dis- 
ease among the staff of this State health 
department and encouraging them to add 
heart disease studies and related projects 
to their own specific programs. 

* Giving the best in heart disease de- 
tection services to a “susceptible” popula- 
tion. 

Similar projects are under way with 
respect to the study of highway accidents,’ 
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IN DIABETES... 


against vascular complications 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episcdes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 


dihydrogen citrate. 


This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 


(Sherman Lipotropic Capsule) 


Gericaps contain the true lipo- 
tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 


greater security 


TRADE MARK 


One capsule t.i.d. 


prove capillary integrity, as 
well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- | 
cinamide, 0.75 mg. pyridoxine | 
hydrochloride, and 3 mg. cal- | 
cium pantothenate. | 

| 


bic acid to maintain or im- 


SEND FOR comprehensive review: | 


“Prevention of Vascular 


Complications of Diabetes” 


prevention of first attacks of cheumatic 
fever among school children,” and home 
accidents" in certain areas. At times this 
technique is used to iron out the adminis- 
trative features of a program based upon 
fairly sound sé¢ientific principles. The 
term, pilot project, is commonly, but not 
exclusively, associated with this use. Such 
projects do not necessarily require the 
firm scientific base of a demonstration 
project. 

The get-ready approach. Realizing that 
he wishes to reach a distant, still unat- 
tainable goal, the health officer may un- 
dertake a minor program which has a 
great multiplier effect. This brings him 
much nearer to coming to grips with the 
major problem. 

In New York State, a program cf con- 
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trol of shoe-fitting fluoroscopes was used 
as the first step in a complete program 
in radiological health.” Noting the in- 
creasing scope of the problem of ionizing 
radiation, the department found that the 
relatively simple task of surveying and 
correcting the defective units among its 
400 shoe-fitting fluoroscopes gave it the 
opportunity to: 

* Acquire much data on the practical 
risks of ionizing radiation. 

* Obtain equipment needed for radio- 
logical surveys. 

* Stimulate citizen and staff interest 
in the problem. 

* Develop inservice training, both aca- 
demic and practical, for local health offi- 
cers and sanitary engineers. 

* Develop an extensive program plan, 


get additional staff, and obtain passage 
of a complete sanitary code chapter on 
radiological health. 


The advisory committee. A problem 
such as radiological health, which touches 
many highly skilled professions, should 
be approached with the most expert ai- 
vice. The available data must not only 
be accurate; it must be correctly inter- 
preted. The implications of various con- 
trol procedures must be appreciated an] 
endorsed by the technical groups which 
are concerned. An advisory committee of 
leaders in these fields is essential. 

The use of an advisory committee im- 
plies certain specific cautions over and 
beyond the obvious ones of obtaining the 
proper personnel to serve: 

* Do as much work as you can before 
they convene. You cannot afford false 
starts. These are usually busy people who 
cannot take the time to teach you funda- 
mentals. Study the field well, send some- 
one away for a special course if it is 
unfamiliar, and consult in advance with 
a key member of the committee to he 
sure you are on the right track. 

* Send the material to be considere: 
to each member well in advance, indicat- 
ing your sources of information, and if 
possible, areas of special discussion and 
decision. 

© If the group changes the first draf: 
materially be sure that each has an op- 
portunity te review and comment on the 
final draft. 

The technique of the advisory commit- 
tee has worked unusually well with new 
programs based upon the self-policing of 
special groups. Besides its use in radio- 
logical health, a State has found it of 
value in developing a program inyolving 
the labeling of household products which 
may be hazardous if improperly used.’ 
It has had an excellent trial in several 
areas for the development of programs 
of disaster control. Some health depart 
ments are now adopting the plan as « 
practical step toward goed public rela- 
tions in administration by having advisor, 
committees of prominent citizens hel) 
define community needs and promcte so- 
lutions. 

The joint approach. Often a health of- 
ficer can accomplish much by coordinat- 
ing his efforts with those of another 
agency. His added increment of resources 
though slight, may be precisely what i- 
needed to make a worthwhile program « 
reality. At present, it is possible to wor’ 
with cancer societies for the developmen’ 
of cancer registers, to tie diabetes sur 
veys in with tuberculosis society mass \ 
ray programs, and to engage in rheumati 
fever prophylaxis programs with hear 
associations. 

In the use of this technique, the healt! 
officer is urged to spell out the details 0! 
the arrangement in writing. Such prol 
lems as the duration of the program, th 
extent of its evaluation, the next steps 
the implications to other programs, ar: 
well worth some thought in advance. N: 
health officer should permit his complet: 
program to bog down due to firm, long 
range commitments made to so man\ 
agencies that he has ended by relinquish 
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ing all rights to the determination of 
priority. 

The advance on many fronts. Some 
health officers like to establish a balanced 
program of new activities; they insist 
upon having some entry that can be made 
under each category of public health ac- 
tivity. When something new arises, they 
do something about it, even if it is on a 
sinall scale. This is not a demonstration, 
not a well-planned approach, not research, 
not a pilot project, merely something to 
permit him to dabble lightly in a large 
variety of services. 

If one mentions adult rehabilitation, 
this health officer reminds us that his 
public health nurses are following and 
aitempting to return a few hemiplegics to 
self-sufficiency. If we bring up multiple 
screening, he has done some hemoglobin 
and diabetes tests at a county fair. If we 
mention home accidents, he had his statis- 
tician make a 2-month tabulation of pa- 
tients treated at the emergency room of 
tie local hospital and had a public health 
nurse follow up on a few of them. 

Such public health dilettantism is not 
necessarily bad. It can be a good first 
step toward something better and, when 
this occurs, leads to the concept that 
there are really no new programs in pub- 
lic health, only changes in emphasis. Best 
of all, it is often the only way to cajole 
a reluctant staff. You can sell the care 
of Mrs. Fred Smith to a nursing division 
too busy to accept a “program” in adult 
rehabilitation. You can get a sanitarian 
to check the lighting in an apartment 
hallway when the explanation of your 
plans for a sanitation home-accident pro- 
gram falls on deaf ears. Using this 
oblique approach, one can get a commu- 
nity to accept a worthwhile cancer pro- 
gram even before it realizes that some- 
thing new had been added. 


UNLOADING THE OLD PROGRAM 

Since there are, to put it mildly, limi- 
tations to the resources available to local 
health officers, the addition of new pro- 
grams means that “something’s got to 
give.” Health officers fear, and rightly 
so, to end programs precipitously. Such 
action may lead to a general feeling of 
impermanence and consequent lack of 
fervid local support toward public health 
programs. Nevertheless, the old programs 
can be dropped under one of several 
methods : 

Changing the character or purpose. 
The mass chest X-ray for tuberculosis 
will probably be used increasingly for 
heart disease and lung cancer detection 
while its original purpose declines in im- 
portance. The female clientele of a ve- 
nereal disease clinic are easily available 
for cancer detection, particularly advis- 
hie since syphilis“ and neglected cervi- 
citis'” are both considered to be precan- 
cerous lesions. 

The knife. The development of modern 
knowledge about communicable disease 
control has permitted drastic changes in 
qnarantine regulations and the free dis- 
tribution of certain antitoxic serums. Oc- 
casionally, when available funds have 
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in acute and chronic pyelonephritis, cystitis and prostatitis 


freedom 


from pain, infection and resistant mutants 


“Frequently, patients reported symptomatic improvement within 
24 hours.”! Furadantin “may be unique as a wide-spectrum 
antimicrobial that . . . does not invoke resistant mutants.”2 


Comparative Sensitivity to Furadantin of Infectious Microorganisms 
Isolated over a Two-Year Period® 


Moderately 
Sensitive* sensitive* Resistant* 
Total 
Microorganism no. Per cent Per cent Per cent 
strains | No. | of total | No. | of total | No.| of total 
Proteus vulgaris 237 209 88.2 28 11.8 0 0 
Escherichia coli (including 
paracolon bacillus) 281 255 92.7 23 8.2 3 WwW 
Aerobacter aerogenes 223 183 82.1 40 17.9 0 C) 
Streptococcus faecalis 160 155 96.7 5 3.1 0 0 
Pseudomonas aeruginosa 101 5 5.0 40 39.9 56 55.4 
Micrococcus pyogenes var. 
| aureus 6 6 100 0 0 0 0 
Klebsiella pneumoniae 3 3 100 0 0 0 0 
} Alcaligenes faecalis 2 2 100 0 0 0 0 


| *Organisms inhibited by 100 ptg./mi. or less are classified as sensitive, by 200 to 400 


| ug/ml. as moderately sensitive, and those not inhibited by 400 g/ml. as resistant. 


REFERENCES: 1. Trafton, H. M., etal.: N. England J.M. 252:383, 1955. 2. Waisbren, B.A., and 
Crowley, W.: A. M.A. Arch. Int. M. 95:653, 1955. 3. Schneierson, S.S.: Antibiotics 3:212, 1956. 


FURADANTIN DOSAGE: 

Average adult dose is 100 mg., 

q.i.d. (at mealtime, and on 
with food or milk). Average daily 

| dosage for children is 5 to 

| 7 mg./Kg. in four divided doses. 


been curtailed, health officers have found 
it feasible to do this.” 

Demonstration in reverse. A real chal- 
lenge awaits local health officers who 
would like to explore methods of stream- 
lining some of our traditional health pro- 
grams. Evaluation studies on the details 
of prepasteurized milk inspection, water 
and sewage plant inspections, and some 
of the routines of school health practice 
might prove that much current effort 
could be curtailed. Perhaps better, quick- 
screening techniques could be employed 
to give warning of those places cr per- 
sons requiring detailed individual atten- 
tion. Such demonstration in reverse, in 
the sense that it shows how the efficiency 
of our programs may be improved by 
curtailment, should result in the saving 


NITROFURANS—~a new Class ot antimicrobials 


ITROFURANTUIN 


EATON LABORATORIES 
Norwich 


SuPpPLieb: 
Tablets, 50 and 100 mg., 
ti bottles of 25 and 100. 
aton Oral Suspension, 5 mz., 
per cc.. bottle of 118 ec. 


New York 


nor sulfonamides 


of effort which can then be diverted to 
more valuable services. 

Plus-minus method. This method can 
also be called “accentuating the positive.” 
By so doing, attention is drawn away 
from the unnecessary so that it can be 
de-emphasized. In milk-production con- 
trol, one can accent cooling, clean equip- 
ment, and cow health, and allow cracks 
on the floor, area of window space, and 
certain required partitions to acquire less 
significance. Greater attention in cancer 
control can be given in some areas to 
teaching individual physicians how to 
perform cancer diagnosis rather than 
continue to multiply the number of 
expensive cancer detection clinics. Jn 
school health, the development of strong 
programs of teacher - nurse - parent con- 
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ferences will draw attention away from 
unproductive, routine morning clinics. 

Gradual attrition. Old programs which 
refuse to die might eventually fade away. 
County health units which have practiced 
rigid quarantine for certain common com- 
municable diseases may hesitate to sug- 
gest a drastic change in keeping with 
modern control regulations. There is al- 
ways the fear that any de-emphasis in 
control may spread to other disease pro- 
grams. By avoiding all attempts at stimu- 
lating this particular program it can slow- 
ly wither until the community is better 
prepared to take a definite stand at mod- 
ernizing quarantine regulations. 


SUMMARY AND CONCLUSION 
This 


discussion seeks to explore a 


small chapter in the art of public health 
practice dealing with the ways in which 
health officers add new services to their 
entire community health programs. Some 
of the criteria for the determination of 
priority are listed and certain principles 
presented to indicate how these priori- 
ties are changed. Examples of the devel- 
opment of new programs and de-empha- 
sis of others are discussed. In general, we 
require two things of the modern health 
officer : 

® Many individual approaches to pub- 
lic health practice. 

* Precise and adequate communica- 
tion on the plans and results of these 
practices. 

From the mutual stimulation following 
the defense of his activities before a jury 


the 
soothing, 


protective, 
healing” 


influence 


of 


OINTMENT 
is persistent 


because it adheres longer to the skin areas being treated . . . does 
not liquefy or crumble at body temperature, nor is it decomposed by 
secretions, perspiration, exudate, urine, or excrement. 


Non-sensitizing, non-irritant Desitin Ointment...rich in cod liver oil... has proven 


clinically dependable for over a quarter century in...diaper rash © eczemas 
intertrigo © wounds (especially slow healing) 
external ulcers © perianal dermatitis | 


Tubes of 1 07z., 
2 072., 4 02., 
and 1 Ib. jars. 


samples and reprints available from 
DESITIN CHEMICAL COMPANY e 
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1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 53:2233, 1953. 
2. Heimer, C. B., Grayzel, H. G., and —, B.: Archives of Pediatrics 68:382, 1951. 
3. Behrman, H. T., Combes, F. C., Bobroff, A 

4. Turell, R.: New York St. J. M. 50:2282, 1 


— Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 


of his peers will come progress not only 
in the science of preventive medicine but 
in the health officer’s own very special art 
of public health practice. 
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Age trends 


in poliomyelitis* 


The outlook in poliomyelitis, both im- 
mediate and long range, appears favor 
able. Up to the middle of July 1956, te 
number of reported cases in the Unite: 
States was 28 percent lower than that in 
the comparable period of last year. Tie 
total number of cases for the current 
year cannot be estimated with any c« 
tainty at this time, however, because | 
incidence of the disease is usually coi 
centrated largely in midsummer and ea1 
fall. Yet, it is noteworthy that in o1 
two States in the South and the Sout 
west, where the seasonal rise normal! 
occurs earlier than in the North, 
number of cases above that a year ago 
and even there the increases are :mode: 


is the 


*Reprinted from Statistical Bulletin, Met 


politan Life Insurance Company, June 1956 
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ate. Elsewhere in the country, California 
and Illinois are the only States to have 
experienced a serious rise thus far in 
1956; in Illinois the increase has been 
due to the outbreak in Chicago. 

The annual total of poliomyelitis cases 
in our country has decreased since the 
peak year 1952. Compared with 57,879 
cases reported during that year, there 
were only 29,270 in 1955. The case rate 
in 1955—the number of cases per 100,000 
,opulation—was the lowest since 1947. 

An outstanding feature of the polio- 
vnyelitis trend is the change in the age 
;attern of the disease. Older children 
and young adults have been constituting 
increasing proportion of reported 
cases and deaths. Among white males, 
the death rates in 1953-55 were lower 
‘han those in 1930-42 through ages 5-9, 
jut were the higher thereafter, the mar- 
cin increasing with age. Compared with 
1948-52, the death rates in 1953-55 were 
lower through ages 15-19, but for sub- 
sequent ages the rates for the two peri- 
ods were about the same. With minor 
exceptions, the trend among females 
paralleled that for males. 

As a result of these changes, the age 
contour of the mortality from polio- 
myelitis has been modified appreciably. 
In 1953-55, the death rates from the dis- 
ease among white males varied but little 
until age 35, and then dropped sharply. 
For the preceding 5-year period, the rates 
rose to a peak at the elementary school 
ages, and then generally decreased with 
advance in age. In 1930-42, the death 
rates from the disease showed a con- 
tinuous decline with age, beginning with 
early childhood. White females experi- 
enced a similar shift in age pattern, but 
the poliomyelitis death rates among them 
have been consistently lower than among 
males at every age group. 

The age changes in the distribution of 
poliomyelitis cases are in line with those 
for deaths. The morbidity trends are 
best seen in the data on paralytic polio- 
myelitis, because in a considerable num- 
her of cases reported as non-paralytic the 
diagnosis of poliomyelitis is open to 
question. Long-term data on paralytic 
cases by age are available for only a few 
areas, but these show fairly consistent 
trends. Thus, in California, where the 
general incidence of the disease has been 
high since 1948, the rate of paralytic 
poliomyelitis between 1936-39 and 1952- 
53 increased more than threefold under 
age 25 but rose sixfold at ages 25-44. 
An increasing proportion of the paralytic 
cases in California has been occurring 
at ages 25 and over, the figure reaching 
22 percent in 1952-53. Trends similar to 
those for California are found in Massa- 
chusetts, Minnesota, and the city of 
Baltimore. 

The shift in the age pattern of polio- 
myelitis may be the result primarily of a 
rise in the age at which natural im- 
munity is acquired, the latter possibly 
reilecting the lessened frequency of ex- 
posure among children. That the use of 
the Salk vaccine provides some immunity 
to paralytic poliomyelitis is indicated by 
the fact that in 1955 a sharp drop oc- 
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curred in the frequency of hospital admis- 
sions of such cases at ages 7 and 8—the 
ages at which the immunization program 
was largely concentrated last year. Fur- 
thermore, in upstate New York last year 
the rate for paralytic poliomyelitis at ages 
6-10 was 21 per 100,000 among the un- 
vaccinated and only 4 per 100,000 among 
the vaccinated. This study showed, in 
addition, that the rate was lower among 
those receiving two doses of the vaccine 
than among those receiving only a single 
dose. Similarly, in Massachusetts, which 
experienced a severe epidemic in 1955, 
the rate of paralytic poliomyelitis was 
157 per 100,000 among unvaccinated chil- 
dren, compared with 63 among children 
receiving one dose of vaccine and with 
an even lower rate among those receiving 
more than one dose. 


Various studies indicate that pregnant 
women are particularly vulnerable to 
poliomyelitis. Thus, in an outhreak in 
Minnesota in 1952, the age-adjusted 
attack rate among pregnant women who 
were in contact with poliomyelitis cases 
was four times the rate among non- 
pregnant women in the childbearing ages 
similarly exposed. A study in New York 
City in 1949-53£ showed that the esti- 
mated incidence of paralytic poliomyelitis 
in pregnant women was about twice that 


+Paffenbarger, R. S., Jr., and Wilson, V. O., 
“Previous Tonsillectomy and Current Preg- 
nancy as They Affect Risk of Poliomyelitis At- 
tack,” Annals of the New York Academy of 
Sciences, September 27, 1955, page 856. 


tSiegel, M., and Greenberg, M., “Incidence 
of Poliomyelitis in Pregnancy,” The New Eng- 
land Journal of Medicine, November 17, 1955, 
page 841. 
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to lose weight? 
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What happens to your obese patients 
AFTER their hunger is suppressed? It’s 
true, amphetamines and similar drugs 
po kill hunger pangs and po help many 
patients cut the amount of food eaten. 
BUT... USE OF APPETITE DEPRESSANTS 
IS A HALF-MEASURE! 


Obesity demands nutritional care. That 
is why you are urged to try the 
DieTENE that promotes weight 
loss through sound nutrition . . . assures 
patient cooperation. . encourages the 
sensible eating habits necessary to 
maintain ideal weight. 


Whatever program you now follow, the DiETENE Diet 


Try the 


DIETENE 
DIET 


(USE COUPON BELOW) 


assures you a safe, more natural way to give NEW help to 
obese patients. It is based on INSTANT DIETENE, the only 
reducing supplement approved for advertising in the 
Journal of the American Medical Association. 


The DIETENE D1ET promotes weight loss through nutri- 
tional therapy alone. Patients receive FULL nutritional 


support through a dietetically correct 1000-calorie diet 
and between-meal DIETENE milk shakes. Safe for cardiacs 
and hypertensives. 


SEND FOR FREE DIETENE AND DIET ANALYSIS 


THE DIETENE COMPANY DO—106 
3017 Fourth Ave. So., Minneapoiis 8, Minn. 


PLEASE SEND ME—FREE—a one pound can 
of Instant DieTENE Reducing Supplement reg- 
ular $1.89 size) and an analysis of the DieTENE 
Diet (Free supply of Dierene Diet SHEETS 
included.) 
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in the nonpregnant. It was further ob- 
served that the rate was higher in women 
who had previously had only one live- 
born child than in those who had borne 
none or more than one, and was highest 
in the last trimester of pregnancy. 

The recent decline in the incidence of 
poliomyelitis is distinctly encouraging, 
but the optimism should be tempered. A 
prominent characteristic of the disease is 
its tendency to vary widely in incidence 
from year to year. As recently as 1947, 
the annual number of cases in the 
United States was only about 10,000. 
Moreover, while the results of the Salk 
vaccine hold out great promise, it will 
be some years before its long-term ef- 
fectiveness can be established definitely. 


either way 


with 


promotes infant growth and development 


dermatitis,’ and does not impose an excessive 
solute load on the immature kidney? 


One level measure to 2‘fluidounces of hot water. Mixes like a 
liquid. Costs nd mofe than ordinary formulas requiring vitamin 
and carbohydrate supplementation. In 1-lb. tins at all drug outlets. 


Bordens 


PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17 


Longevity at record 


high in 1954* 


The average length of life (expecta- 
tion of life at birth) of the American 
people reached a new high of 69.6 years 
in 1954. This represented an increase of 
4.4 years in a decade and of 20.4 years 
since 1900-02, when the average was 49.2 
years. Thus, the expected lifetime in the 
United States has been extended by more 
than 40 percent thus far in the 20th 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June 1956. 
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you win | 


“‘heads’’.. because a BREMIL 
formula provides a complete 
nutritional intake that consistently 


at or above accepted standards;! 
made with grade A milk 


“‘tails’’.. because the easily 
digested, efficiently utilized 
protein content of BREMIL 
(approximating that of breast 
milk) virtually eliminates 
excoriations due to ammonia 


Standard Dilution 


1, Oberman, J. W., and Burke, F. G.: M. Ann. 
District of Columbia 23: 483, 1954. 2. Hill, 
L. F.: Am. J. Clin, Nutrition 3:75, 1955. 


In 1954, as in prior decades, 
white females had the best record for 


century. 


longevity. Their expectation of life at 
birth rose to 73.6 years, compared wit! 
67.4 years for white males; for the non- 
white population, the corresponding fig- 
ures were 65.8 years and 61.0 years, 
respectively. 

The gains in expectation of life have 
been largest in childhood and least at the 
older ages, which is evident from the 
trend since 1900-02 for the white popu- 
lation at selected ages. Thus, the aver- 
age remaining lifetime at age 20 in- 
creased about eight years for males and 
12 years for females. At age 45, the 
corresponding gains were 3.3 years and 
6.7 years. Although the outlook has im- 
proved relatively little past midlife, at 
least one half of the population reaching 
age 65 can now look forward to celebrat- 
ing their 78th birthday. In 1954, life 
expectancy at age 65 was 13.1 years for 
white males and 15.7 years for white 
females. 

The prolongation of life in the United 
States has resulted in large measure from 
the marked downward trend in the death 
rate from the infectious diseases. Inas- 
much as a half century ago these diseases 
constituted a dominant part of the mor- 
tality among children and young adults, 
they have been the principal beneficiaries 
of the favorable trends. Since 1900-02, 
the death rate has declined by more than 
three fourths at the ages prior to mid- 
life, but by less than one third after age 
65. Among white females, in particular, 
mortality has dropped to remarkably low 
levels. In 1954, the death rate among 
them was under 2 per 1,000 in the age 
range 1-39. Among white males, the cor- 
responding range was almost as wide— 
from ages 1 through 33. Moreover, the 
death rate remains under 10 per 1,000 
until age 59 among white females and 
until age 51 among males. 

The improvement in mortality has been 
more rapid among nonwhite persons than 
among the white. Nevertheless, the non- 
white population is still subject to a 
much higher rate of mortality through- 
out the greater part of the life span. 
Currently, two fifths of the nonwhite 
male babies fail to survive to age 6), 
compared with only one fourth of tlie 
white. Among females, the disparity is 
even greater. In fact, all during thie 
childbearing period and well beyond, thie 
mortality rate for nonwhite females is 
double or triple that for white females. 

It is unlikely that the remarkable proz- 
ress of the past half century will le 
duplicated. Some further reductions ‘n 
mortality will undoubtedly be effected !y 
continuing advances in the control of tlic 
infections and of accidents. However, 
mortality is already so low at tie 
younger ages that future gains prior ‘0 
midlife would add relatively little to tle 
average length of life in our country. 
For example, if it were possible to pre- 
vent all deaths before age 42, expectation 
of life at birth would be increased ly 
an amount equal to the gain of the past 
decade, namely, by about 4% years. !n 
fact, even if there were no deaths at all 
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before age 60, longevity would be ex- 
tended eight years, or by only two fifths 
of the increase since the turn of the 
century. It is apparent from tliese facts 
that substantial gains in the future will 
be dependent largely on our success in 
preventing or postponing the cardiovas- 
cular-renal diseases and cancer, which 
are the preponderant causes of death in 
the middle and later years of life. 


Books received 


Books received for review during the 
period from August 5 to September 5, 
1956, are listed below. Reviews will be 
published as space permits. 


ROENTGEN SIGNS IN CLINICAL DIAG- 
NOSIS. By Isadore Meschan, M.A., M.D., 
Professor and Director of the Department of 
Radiology at the Bowman Gray School of Medi- 
cine of Wake Forest College, Winston-Salem, 
North Carolina; Formerly Professor and Head 
of the Department of Radiology at the Univer- 
sity of Arkansas School of Medicine, Little 
Rock, Arkansas; with the Assistance of R. M. 
F. Farrer-Meschan, M.B., B.S. (Melbourne, 
Australia). Cloth. Pp. 1058, with illustrations. 
Price $20.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1956. 


CLINICAL UROLOGY FOR GENERAL 
PRACTICE. By Justin J. Cordonnier, M.D., 
F.A.C.S., Professor of Urology, Washington 
University School of Medicine, St. Louis, Mis- 
souri; Chief of the Department of Urology, 
Barnes, St. Louis Children’s, and Allied Hos- 
pitals; Chief of Urology, Washington Univer- 
sity Clinics; Consultant in Urology, U.S. Vet- 
erans Hospital, St. Louis, Missouri. Cloth. Pp. 
252, with illustrations. Price $6.75. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1956. 


HEAD INJURIES AND THEIR MANAGE. 
MENT. By Francis Asbury Echlin, M.D., C.M., 
M.SC., MED. SC.D., F.A.C.S., Professor Clin- 
ical Neurosurgery, New York University—Post- 
graduate Medical School; Neurosurgeon, Lenox 
Hill Hospital; Attending Neurosurgeon, Belle- 
vue Hospital and New York Eye and Ear In- 
firmary; Consulting Neurosurgeon, St. Luke’s 
Hospital, Newburgh, and Kingston Hospital. 
Cloth. Pp. 127, with illustrations. Price $3.00. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1956. 


THE SPINE. Anatomico- Radiographic Studies 
—Development and the Cervical Region. By 
Lee A. Hadley, M.D., Senior Attending Roent- 
genologist, Syracuse Memorial Hospital; Clini- 
cal Associate Professor of Public Health, New 
York State College of Medicine; Consultant in 
Radiology, Syracuse State School, Syracuse, 
New York. Cloth. Pp. 156, with illustrations. 
Price $6.50. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1956. 


DERMATOLOGY. By Donald M. Pillsbury, 
M.A., D.Se. (Hon.), M.D., Professor and Di- 
rector of Department of Dermatology, Univer- 
sity of Pennsylvania School of Medicine; One- 
time Chairman, Subcommittee on the Cutaneous 
System and Member of the Committee on Medi- 
cine and Surgery, National Research Council; 
Member of National Advisory Health Council, 
U nited States Public Health Service; Director, 
Commission on Cutaneous Diseases, Armed 
Forces Epidemiological Board; Walter B. Shel- 
ley, M.D., Ph.D., Associate Professor of Der- 
matology, University of Pennsylvania School of 
Medicine; Ghief of Dermatology Clinic, Hos- 
pital of the University of Pennsylvania; Mem- 
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ber, Subcommittee on the Cutaneous System, 
National Research Council; Area Consultant, 
Dermatology, Veterans Administration; and 
Albert M. Kligman, M.D., Ph.D., Associate 
Professor of Dermatology, University of Penn- 
sylvania School of Medicine; Associate Profes- 
sor of Dermatology, University of Pennsylvania 
Graduate School of Medicine. Cloth. Pp. 1331, 
with illustrations. Price $20.00. W. B. Saun- 
ders Company, West Washington Square, Phil- 
adelphia 5, 1956. 


MANAGEMENT OF EMOTIONAL PROB- 
LEMS IN MEDICAL PRACTICE. Edited by 
Samuel Liebman, M.D., Medical Director, North 
Shore Health Resort, Winnetka, [Ill.; Clinical 
Assistant Professor of Psychiatry, University 
of Illinois College of Medicine. Cloth. Pp. 152. 
Price $5.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1956. 


ACADEMY OF APPLIED OSTEOPATHY 
—YEAR BOOK 1956. Selected Osteopathic 
Papers. Edited by Leon E. Page, D.O. Paper. 
Pp. 184, with illustrations. Published by The 
Academy of Applied Osteopathy. 


“kelaxed but Alert 


J.A.M.A. QUERIES AND MINOR NOTES, 
1956. Published for the American Medical 
Association. Cloth. Pp. 334. Price $5.50. The 
C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1956. 


CIBA FOUNDATION COLLOQUIA ON 
AGEING. Volume 2. Ageing in Transient Tis- 
sues. Editors for the Ciba Foundation, G.E.W. 
Wolstenholme, O.B.E., M.A., M.B., B.Ch., and 
Elaine C. P. Millar, A.H.W.C., A.R.I.C. Cloth. 
Pp. 263, with illustrations. Price $6.75. Little, 
Brown and Company, 34 Beacon St., Boston 
6, 1956. 


NATURAL CHILDBIRTH. By H. B. Atlee, 
M.D., F.R.C.S. (Ed. & Can.), F.1.C.S., Head 
of the Department of Obstetrics and Gynecology, 
Dalhousie University, Halifax, N.S., Canada. 
Paper. Pp. 79, with illustrations. Price $2.75. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1956. 


SURGERY FOR GENERAL PRACTICE. 
By Victor Richards, M.D., Professor of Sur- 
gery, Chairman of Department of Surgery, 


To lvp hy Chimedic 


Relaxed and pain-free movement patterns which follow Tolyphy therapy are accom- 


plished without clouding of consciousness or impairment of muscle function. 


| 
Tolyphy, specifically formulated for relief of painful spasm of skeletal muscles, in- 
creased range of motion and restoration of muscle tone, exerts unique antispasmodic 


action by combining 


¢ the skeletal muscle-relaxing action of Tolyspaz* (Chimedic brand of Mephenesin) 
e the “muscle tonic” action of physostigmine 
the corrective parasympatholytic action of atropine 


Clinical evidence continues to confirm Tolyphy’s wide range of usefulness in treatment 


© ARTHRITIS 
BURSITIS 


FIBROSITIS 


TORTICOLLIS 


e myositis TENDINITIS 


Use the convenient coupon for literature and a clinical trial supply of both Tokyphy and Tolyspaz. 


without “clouding consciousness.”’' 


Pacific Coost Bronch 
381 Eleventh St, Son Froncisco, Colif. 


| 

| 

| 

| of muscle spasm and neuromuscular hyperirritability in 

| 

| 


*Tolyspaz (Chimedic brand of Mephenesin) is especially de- 
signed to correct emotional stress and anxicty tension states, 
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Applications 


| for membership 


CALIFORNIA 
Reier, Milton, (Renewal) 1027 W. 102nd 
St., Los Angeles 44 
Reser, J. Marshall, (Renewal) 410 N. 
“A” St., Oxnard 
Evans, Bertha S., (Renewal) 5050 N. 
Sereno Drive, Temple City 


a new topical anesthetic for oral administration 


XY LOCAINE’® VISCOUS asim 


(Brand of lidocaine*) 


ILLINOIS 
Salach, Roderick C., Orangeville 


MICHIGAN 
Houghan, Forbes R., 941 Howard St, 
Dearborn 
Nuhn, John H., (Renewal) 1825 Pine 
Grove Ave., Port Huron 


the most effective anesthetic 


for the proximal parts of the digestive tract 


MISSOURI 
Knudsen, J. E., (Renewal) Box 265, 


® Quick acting with prolonged effect 


© High viscosity and low surface tension permit the 


anesthetic, Xylocaine Hydrochloride, to come into Jonesburg 
immediate and intimate contact with the mucous membranes Leahy, Edward F., 1252 Sells Ave., St. 
® Safe... nonirritating . . . nonsensitizing. Louis 15 


Williams, Elmer L., (Renewal) 334 Lan- 


®@ Cherry flavored . . . pleasant and easy to take. ders Bldg., Springfield 


® Xylocaine Viscous has proved valuable in the 


**dumping™ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


© Contains 2% Xylocaine Hydrochloride in an aqueous solution 


djusted to a c 


y with carboxymethylcellulose. 


Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One 


hi. ful 
Pp 


d orally. 


Additional information available upon request 


Astra Pharmaceutical Products, 


Inc., W ter 6, Mass., U.S.A. 


*U.S. Potent No. 2,441,498 


Stanford University School of Medicine, San 
Francisco, California. Cloth. Pp. 947, with 
illustrations. Price $17.50. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
1956. 


OBSERVATIONS ON KREBIOZEN IN 
THE MANAGEMENT OF CANCER. By A. 
C. Ivy, Ph.D., M.D., Distinguished Professor 
of Physiology and Head of the Department 
of Clinical Science, University of Illincis, and 
formerly Executive Director of the National 
Advisory Cancer Council and Director-at-large 
of the American Cancer Society; John F. Pick, 
S.B., M.M., M.D., Head of Department of 
Plastic Surgery, Columbus Hospital, Chicago, 
and formerly Assistant Clinical Professor of 
Surgery, University of Illinois; and W. F. P. 
Phillips, M.D., Department of General Prac- 
tice, St. Francis Hospital, Evanston, Illinois. 
Cloth. Pp. 107, with illustrations. Price $2.50. 
Henry Regnery Co., 20 W. Jackson, Chicago, 
1956. 
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CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Volume 9. Internal Se- 
cretions of the Pancreas. Editors for the Ciba 
Foundation, G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., B.Ch., and Cecilia M. O’Connor, 
B.Se. Cloth. Pp. 292, with illustrations. Price 
$7.00. Little, Brown and Company, 34 Beacon 
St., Boston 6, 1956. 


THE CLINICAL PSYCHOLOGIST. By 
William A. Hunt, Ph.D., Professor of Psy- 
chology, Chairman of the Department of Psy- 
cology, Northwestern University; Lecturer in 
Psychology, Department of Neurology and 
Psychiatry, Northwestern University Medical 
School, Evanston, Illinois. Cloth. Pp. 206. Price 
$5.50. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1956. 


OF WATER, SALT AND LIFE. An Atlas 
of Fluid and Electrolyte Balance in Health and 
Disease. Cloth. Pp. 72, with illustrations. Price 
$7.50. Lakeside Laboratories, Milwaukee, 1950. 


NEW JERSEY 
Kantor, Nathan B., (Renewal) 263 High 
St., Perth Amboy 


NEW YORK 
Kruener, Viola C., (Renewal) 132 E. 
36th St., New York 16 
Procario, Rudolph F., (Renewal) 363 \V. 
26Ist St., New York 71 


OHIO 
Herzog, John B., Bellbrook 
Sampson, W. Clifford, 209 Shaw Ave., 


Dayton 5 


OKLAHOMA 
Lowe, John H., (Renewal) Wellston 
Clinic, Wellston 
PENNSYLVANIA 
Hendricks, George W., Jr., 1001 S. 


Eighth St., Allentown 
Larsen, Ralph O., 319 W. Tenth St., Erie 
Laytin, Joseph, (Renewal) 637 S. 52nd 
St., Philadelphia 43 


TEXAS 
Welsh, Winton L., (Renewal) 321. ». 
Galloway St., Mesquite 
Owen, E. H., (Renewal) Coats-Brown 
Clinic & Hospital, 615 S. Broadway, 
Tyler 


WASHINGTON 


Gamrath, James H., 3101 Rainier Av~, 
Seattle 44 


WISCONSIN 
Bridges, Stanley J., 8001 W. Lincein 


Ave., Milwaukee 15 
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PATENTS 
APPLIEO FOR 


REVERSE LIP | 
AT DISTAL END / 


of the KLEEN-SPEC 
speculum protects 
interior of perma- 
nent speculum from 
soiling, as shown in 
this cut-away view. 


Welch Allyn No. 201 and No. 216 
otoscopes may be easily adapted 
for use with KLEEN-SpEc dispos- 
able specula, as shown. 


NOW-— DISPOSABLE 
OTOSCOPE SPECULA 


A major advance in instrument design by 


@ Use a speculum once @ Throw it 
away ®@ Replace it instantly with a 
new one. That's the simple, sensible 
procedure you follow with new Welch 
Allyn KiEEN-Spec otoscope specula. 
Gone is the danger of cross-infection, 
the nuisance of sterilization. Gone the 
problem of having enough clean spec- 
ula. Packed in transparent tubes of 40 
each, KLEEN-Spec specula are $3.25 
for 200. 

You can use new KLEEN-SPEC dis- 
posable specula on your present Welch 
Allyn otoscopes with a simple, inex- 
pensive adapter which costs only $2.00. 

Or, you may prefer the completely 
new Welch Allyn No. 251 otoscope 
head, designed especially for use with 
KLEEN-SPEc disposable specula. It 
weighs only half as much as its prede- 
cessor, has clean modern lines and im- 
proved illumination. It fits all standard 
Welch Allyn battery handles. The No. 
251 head, with 400 KLEEN-SpreEc dis- 
posable specula, is $20.50. 


Draw a fresh, new 
_ KLEEN-SPEC specu- 
lum from conven- 
ient push tube. 


Press into place on 
permanent inner 
speculum and use. 


used ec- 
ulum by pullin 

tab and 
The whole process 
takes less time than 


changing old style 
specula. 
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Give your patient that extra lift with “Beminal” 817 


Journat A.O.A. 


eye 
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Changes of address and 
new locations 


Adler, Leonard D., from Willoughby, Ohio, to 29019 Lake 
Shore Blvd., Willowick, Ohio 
Allen, Mason H., from 493 Stevens Ave., to 491 Stevens Ave., 
Portland 5, Maine 
\ronson, Edward I., from Van Nuys, Calif., to 20851 Roscoe 
Blvd., Canoga Park, Calif. 
\rvant, William L., from River Rouge, Mich., to 20540 Wood- 
ward Ave., Detroit 3, Mich. 
\uwers, Frederick J., from 405 Grand Ave., to 1022 Harries 
Bldg., Dayton 2, Ohio 
taker, William F., from Route 11, Box 744, to 6613 Jacksboro 
Highway, Ft. Worth 14, Texas 
ania, Andrew J., from Boston, Mass., to Box 26, Manomet, 
Mass. 
Raskin, Frank P., from Philadelphia, Pa., to 50 W. Maple 
Ave., Merchantville, N.J. 
Bechtel, J. Ross, from 831 N. Mills St., to 800 N. Ferncreek 
Ave., Orlando, Fla. 
Beckwith, Robert L., from Chicago, III., to 822 N. Monroe St., 
Tallahassee, Fla. 
Benderoff, Fred, from Detroit, Mich., to 22111 Steohenson 
Highway, Hazel Park, Mich. 
Bergmann, Donald C., from Miami, Fla., to 12424 N. Bayshore 
Drive, Keystone Island 1, North Miami, Florida 
Blem, Donald F., from Trenton, Mich., to 1127 Monroe St. 
Carleton, Mich. 
Brady, Walter E., from 1202 Third St., to 641 Naples, Corpus 
Christi, Texas 
Brewer, Robert Stanley, from Los Angeles, Calif., to 227 N 
Larkin Drive, Covina, Calif. 
Brown, Russell Jay, from Ypsilanti, Mich., to Garden City- 
Ridgewood Hospitals, 30548 Ford Road, Garden City, Mich. 
Budd, L. Linton, from Carson City, Mich., to 1043 Floral 
Drive, S.E., Grand Rapids 6, Mich. 
Burns, Donald G., from 106 Bryant Ave., to 10 Stadia Drive, 
Franklin, Ohio 
Chasan, Fred, from Huntington Park, Calif., to 17223 S. Cren- 
shaw Blvd., Torrance, Calif. 
Cheney, Jerome F., from 1530 Carr St., to 8575 W. Colfax 
Ave., Lakewood 15, Colo. 
Clark, V. G., from Honolulu, T. H., to Laughlin Hospital & 
Clinic, 711-15 W. Jefferson St., Kirksville, Mo. 
Corry, Kenyon B., from 3411 N. Broadway, to 3400 N. Broad- 
way, Grove City, Ohio 
Coyne, Herbert C., from Yale, Okla., to 111 S. Penn, Drum- 
right, Okla. 
Crow, Charles T., from 1904 Farnam St., to 601 Fairacres 
Road, Omaha 3, Nebr. 
Crowell, Edward P., from Philadelphia, Pa., to 28 Common 
St., Waterville, Maine 
Datzker, Edwin A., from Los Angeles, Calif., to 13556 Oro- 
grande St., San Fernando, Calif. 
Deer, Glen E., from 2207 Market St., to 1717 Market St., 
Seattle 7, Wash. 
Doll, Theodore William, from Idaho Falls, Idaho, to 11650 San 
Bernardino Road, El Monte, Calif. 
Donley, Leonard H., from Kingman, Kans., to Lakeside Hos- 
pital, 2801 Flora Ave., Kansas City 9, Missouri 
Dozier, Thomas C., from Fort Worth, Texas, to 2905 Third 
St., Wayne, Mich. 
Nunbar, Russell E., from Meadow Bridge, W.Va., to 807 S. 
Kanawha St., Beckley, W.Va. 
l'cleay, Merle R., from Glendale, Calif., to 1680 N. Vine St., 
Los Angeles 28, Calif. 
linnell, Charles F., from Kirksville, Mo., to Standring Me- 
morial Hospital, 12845 12th Ave., S.W., Seattle 66, Wash. 
Minch, Robert Bernard, from 3303 N. Westmoreland, to 3534 
N. Hampton St., Dallas 12, Texas 
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Give your vitae that extra lift 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (B:) 
Riboflavin (Bz) 
Nicotinamide 
Pyridoxine HCl (Be) 
Calc. pantothenate 
Vitamin C (ascorbic acid) 
Vitamin B.: with intrinsic factor 


1/9 U.S.P. Unit 


New improved formula 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient, 


Supplied: Bottles of 100 and 1,000 capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
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PROVEN 
> PAIN CONTROL 


GRADATIONS OF ANALGESIA 


‘TABLOID’ ‘EMPIRIN’ COMPOUND® 


Acetophenetidin gr. 21, Acetylsalicylic 
Acid gr. 342, Caffeine gr. 1% 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
CODEINE PHOSPHATE gr. %, No. 1 <n) 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
SY CODEINE PHOSPHATE gr. ¥4, Ho. 2 


» ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 2, No. 3 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
“with CODEINE PHOSPHATE gr. 1, No. 4 cn) 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
Tuckahoe, N. Y. 


Fuchs, Maurice E., from Kirksville, Mo., to Box 555, Whites- 
ville, Ky. 

Gaddy, Frank C., from Kansas City, Mo., to Gaddy Bldg., 4 &. 
15th St., Tulsa 5, Okla. 

Gerner, Alvin L., from Tulsa, Okla., to Verdigris Valley Clinic, 
Broken Arrow, Okla. 

Gifford, Howard K., from Los Angeles, Calif., to 1970 Grier 
St., Pomona, Calif. 

Gingrich, Miles E., Jr., from Traverse City, Mich., to Map'e 
City, Mich. 

Grebe, Kurt H., from Saginaw, Mich., to 1208 Salzburg Roa:', 
Bay City, Mich. 

Greenbaum, Jerome S., from Los Angeles, Calif., to 4306 Ri::- 
con Ave., Montrose, Calif. 

Gustafson, Robert W., from Des Moines, Iowa, to Box 276, 
Stockport, Iowa 

Hagerman, W. Robert, from Rosemead, Calif., to 1247 N. Park 
Ave., Pomona, Calif. 

Hale, David H., from 1141 N. Hampton Road, to Dallas Osteo 
pathic Hospital, 5003 Ross Ave., Dallas 6, Texas 

Hamilton, Robert L., from Box 86 to Box B, Mabank, Texas 

Hansen, Norman F., from Kansas City, Mo., to Hale, Mo. 

Harris, Georgiana B., from 2015 N. Main St., to 51 Oxford 
Ave., Dayton 7, Ohio 

Haughton, Harold J., from 14718 Hawthorne Blvd., to 15000 
Hawthorne Blvd., Lawndale, Calif. 

Heaberlin, Dwight W., from 2965 La Vita Lane, to 2918 Valley 
View Lane, Dallas 34, Texas 

Hefka, Robert N., from 12523 Third Ave., to 4450 Harvard 
Road, Detroit 24, Mich. 

Heinlen, W. E., from Des Moines, Iowa, to Joplin General 
Hospital, 521 W. Fourth St., Joplin, Mo. 

Hill, Alvin B., from Detroit, Mich., to 2451 S. Telegraph Road, 
Dearborn, Mich. 

Hohn, Gerald J., from 1919 Boston St., S.E., to 1228 Fuller 
Ave., N.E., Grand Rapids 3, Mich. 

Holtzman, Gertrude C., from 15256 Crescentwood Ave., to 
15022 E. Nine Mile Rd., East Detroit, Mich. 

Hoyt, Bernard S., from 220 N. Otter St., to Mercer Osteo- 
pathic Clinic, W. Butler at Maple St., Mercer, Pa. 

Humphrey, David W., from Harrisville, Pa., to Mercer Osteo- 
pathic Clinic, W. Butler at Maple St., Mercer, Pa. 

llowite, Norman H., from Detroit, Mich., to 37-68 97th St., 
Corona, New York 9, N.Y. 

Janis, Leon O., from 2906 Darwin Ave., to Los Angeles County 
Osteo. Hosp., 1100 N. Mission Road, Los Angeles 33, Cali/. 

Jennings, G. Scott, from Kansas City, Mo., to 41 Hawthorne 
Ave., Medford, Ore. 

Katz, Harry R., from Philadelphia, Pa., to 123 W. German 
town Pike, Penn Square Village, Norristown, Pa. 

Kehoe, Edward P., from 7750 Ley Road, to 7806 Ley Road, 
Houston 16, Texas 

Kelly, Donald K., from Columbus, Ohio, to Public Healt! 
Service, Communicable Disease Center, Atlanta, Ga. 

Kent, Joy Dantaise, from Bay Village, Ohio, to 20077 Lorain 
Road, Fairview Park, Ohio 

Kerr, William R., from Flint, Mich., to 432 N. 
Romeo, Mich. 

Kerwood, Robert I., from Killeen, Texas, to Chiloquir, Ore. 

Kimball, Lawrence D., Jr., from Portland, Maine, to 79 Me- 
chanic St., Westbrook, Maine 

King, Edward Douglass, from Phoenix, Ariz., to 15050 Gree: 
field Road, Detroit 27, Mich. 

Knight, Emery R., Jr., from 1405 Holland Ave., to 8418 | 
Houston Road, Houston 9, Texas 

Kratz, Charles G., from Chicago, IIl., to 1870 Madison Roa 
Cincinnati 6, Ohio 

Kronisch, David H., from 18 Midland Blvd., to 454 Boyde: 
Ave., Maplewood, N.J. 

Lane, D. Joseph, from Grand Junction, Colo., to 4751 Fireston 
Blvd., South Gate, Calif. 

Larson, Lloyd B., from 1560 Humboldt St., to Rocky Mountai: 
Osteopathic Hospital, 4701 E. Ninth Ave., Denver 20, Colo 

Lazarou, Louis Michael, from Maywood, Calif., to 4777 § 
Third, East Los Angeles 22, Calif. 

Lesock, William J., from Berkley, Mich., to 2946 E. Granc 
Blvd., Detroit 2, Mich. 


Main St 


Journat A.O.A 
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Livingstone, Frank S., from St. Louis, Mo., to Kirksville Os- 
teopathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 
Locke, William C., from Columbus, Ohio, to 117 N. Main St., 
London, Ohio 

Lyngby, Christian C., from Orangeville, IIl., to Chicago Osteo- 
pathic Hospital, 5250 S. Ellis Ave., Chicago 15, Ill. 

Marshall, Thomas E., from Crescent City, Fla. to 116 Sea- 
breeze Blvd., Daytona Beach, Fla. 

\Mastellos, Christopher, Jr., from 1100 N. Mission Road, to 227 
S. Parkview St., Los Angeles 57, Calif. 

Mayer, Richard D., from Dania, Fla., to 10600 N. W. Seventh 
Ave., Miami 38, Fla. 

\Mfiller, Bertha L., from 319 State St., to 192 Westford Circle, 
Springfield 9, Mass. 

\liller, Donald Warren, from Temple City, Calif., to 429 Scott 
Ave., Clovis, Calif. 

Miller, Newton Forrest, from Jamaica, L.I., N.Y., to 201-01 
Hillside Ave., Hollis, N.Y. 


\litchem, K. E., from Columbus, Ohio, to New Bloomfield | 


Heights, New Bloomfield, Mo. 


\fohammed, Harry H., from Jackson, Mich., to 23 W. Chicago | 


Ave., Quincy, Mich. 

\looney, W. T., from San Diego, Calif., to 4690 N. Ocean 
Drive, Hollywood, Fla. 

forehead, William D., from Phoenix, Ariz., to 5525 Hunter 
Road, Kansas City 29, Mo. 

Moscal, Anthony W., from 312 FE. 14th St., to 2734-49th St., 
Des Moines 10, lowa 

\lovlan, George T., from Northville, Mich., to 30608 Ford 
Road, Garden City, Mich. 


O'Donnell, Alfred J., from St. John, N.B., Canada, to Bangor | 


Osteopathic Hospital, 292 State St., Bangor, Maine 


Olson, Lyle C., from Detroit, Mich., 12523 Pennsylvania Ave., 


Wyandotte, Mich. 
Owens, Chester R., from Arvada, Colo., to 7188 N. Lowell, 
Westminster, Colo. 
Parker, Edwin L., from 2407 Amherst St., to 2507 Amherst 
St., Lubbock, Texas . 
Payne, Richard A., from Columbus, Ohio, to Tucker Hospital, 
Tucker, Ga. 

Pearson, R. C., from Portland, Ore., to 1428 312th St. S., 
Federal Way, Wash. 

Pedinoff, Seymour, from Chicago, Ill, to 701 N. Sixth St., 
Camden 2, N.J. 

Pelser, Walter M., from Warwick, R.I., to 800 N. Ferncreek 
Ave., Orlando, Fla. 

Polk, Melvin H., from 2939 E. Seven Mile Koad, to 13944 
Prairie Ave., Detroit 38, Mich. 

Polk, Raymond W., from 205% S. Main St., to Verdigris Val- 
ley Clinic, 118 E. Commercial, Broken Arrow, Okla. 

Porias, J. Armande, from 2700 Biscayne Blyd., to 3801 N. 
Miami Ave., Miami 37, Fla. 

Powell, James, from York, Pa., to 1149 S. Ruby St., Phila- 
delphia 43, Pa. 

Purcell, Noel, from Kansas City, Mo., to 4602 McCarty, Hous- 
ton 15, Texas 

Quiros, G. F., from Los Angeles, Calif., to 1613 5. Elena Ave., 
Redondo Beach, Calif. 

Rasak, Mitchell Louie, from Detroit, Mich., to 31611 Plymouth 
Road, Livonia, Mich. 

Raynes, Seymour D., from 8771 Dunbarton Road, to 20041 W. 
Fight Mile Road, Detroit 19, Mich. 

Roitz, Antone John, from Hollywood, Calif., to 1401 Spruce 
St., Denver 8, Colo. 

Romm, Herman, from 2373 W. Whittier Blvd., to 11128 E. 
Whittier Blvd., Whittier, Calif. 

Routzahn, B. M., from 831 N. Mills St., to 800 N. Ferncreek 
Ave., Orlando, Fla. 

Ruffle, John R., from Kirksville, Mo., to 4026 Glaser St., 
Groves, Texas 

Rugenstein, Edward Ernest, from Mount Clemens, Mich., to 
28350 Gratiot Ave., Roseville, Mich. 

Sawyer, Bertha E., from 125 Oak St., to 252 “B” St., Ash- 
land, Ore. 

Schrock, Robert D., from Alhambra, Calif., to 4352 Oregon 

St., San Diego 4, Calif. 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 
with light sedation 


‘EMPIRAL’® 
Phenobarbital gr. 


Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 342 


‘CODEMPIRAL’® No. 2” 


Codeine Phosphate gr. 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 

Acetylsalicylic Acid gr. 3% 


‘CODEMPIRAL’® No. 3 


Codeine Phosphate gr. 2 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 3% 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
Tuckahoe, N. Y. 
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in patients with colds... sinusitis... rhinitis 


FOR HOC LOC OH 


‘stuffell-up nose 


orally win 


Novahistine’ 


The marked synergistic action of a vasocon- 
strictor with an antihistaminic drug provides 
marked nasal decongestion and promotes nor- 
mal sinus drainage. Oral dosage avoids harmful 
misuse of topical agents...eliminates nose drop 
rebound. Novahistine causes no jitters or cer- 
ebral stimulation. 


Each Novahistine Tablet or teaspoonful of 


3 oe Elixir, provides 5.0 mg. of phenylephrine HCI 
elixir O and 12.5 mg. prophenpyridamine maleate. 
tablets Novahistine Fortis Capsules contain twice the 
fortis capsules amount of phenylephrine for those who need 


greater vasoconstriction. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Ivc., Indianapolis 6, Indiane 


Journat A.O.A. 
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Sifrit, Robert L., from Union City, N.J., to 364 Chestnut St., 
Ridgefield, N.J. 

Silpe, Norbert L., from Denver, Colo., to 2101 Walnut St., 
Philadelphia 3, Pa. 

Sklar, Jay M., from Grove City, Pa. to New Milford Phy- 
sicians Group, 1033 River Road, New Milford, N.J. 

Smith, John Christopher, from Los Angeles, Calif., to 6052 N. 
Second St., Philadelphia 20, Pa. 

Sobel, Howard B., from 4244 Livernois Ave., 26106 Five Mile 
Road, Detroit 39, Mich. 

Speak, Kenneth E., from Frankston, Texas, to Mabank, Texas 

Sperling, Victor J., from Bay Village, Ohio, to 33467 Lake 
Road, Avon Lake, Ohio 

Stanton, Rex J., from Alhambra, Calif., to 2440 Linden Ave., 
Long Beach 6, Calif. 

Statler, William R., from 325 S. Main, Box 405, to 82 N. Main, 
Box 126, Gilbert, Ariz. 

Stein, Milton E., from Wilmington, Calif., to 1627 W. 27th St., 
San Pedro, Calif. 

Stewart J. Natcher, from 1141 N. Hampton Road, to 3917 
Cockrell Hill Road, Dallas 2, Texas 

Stewart, Harriette M., from 1141 N. Hampton Road, to 3917 
Cockrell Hill Road, Dallas 2, Texas 

Stilwell, Harold B., from Route 11, Box 744, to 6613 Jacks- 
boro Highway, Fort Worth 14, Texas 

Striks, Gilbert J., from 14955 Greenfield Road, to 14600 Green- 
field Road, Detroit 27, Mich. 

Stukey, Grover, from Port Arthur, Texas, to 111 Maxey Road, 
Houston 15, Texas 

Tedrick, C. A., from Phoenix, Ariz., to Lakeside Hospital, 2801 
Flora Ave., Kansas City 9, Mo. 

Tedrick, John W., from Kansas City, Mo., to Rocky Mountain 
Osteopathic Hospital, 4701 E. Ninth Ave., Denver 20, Colo. 

Thomas, Paul H., from Philadelphia, Pa., to 331 W. State St., 
Media, Pa. 

Timken, Myron, Jr., from Columbus, Ohio, to 329 Main St., 
Summit Station, Ohio 

Tordoff, Mark, Jr., from 261 Elmwood Ave., to 125 Princeton 
Ave., Providence 7, R.I. 


N OV ahi stin e- Ow Turney, James K, from 234 E. 110th St., to 8523 15th Ave., 


Tyson, Henry F., Jr., from Detroit, Mich., to 4075 WW. Maple 
li Road, Birmingham, Mich. 

retueves Vitanza, Sebastian A., from 234 W. Sixth St., to 3710 Pine 

° Ave., Erie, Pa. 

congestion Vos, John F., from Livonia, Mich., to 1335 Smoke Tree Ave., 


° Las Vegas, Nev. 
at both sites Warne, Paul E., from 7840 Natural Bridge Road, to 6401 W. 
Florissant Ave., St. Louis 21, Mo. 
oe ee . Watson, James M., from 2107 Hillhurst Ave., to 1161 N. Do- 
Fortified Novahistine with heney Drive, Los Angeles 46, Calif. 
dihydrocodeinone for the control Weaver, Calvin R., from 107% S. Main St., to 702 S. Main St., 


Goshen, Ind. 
of coughs and respiratory | Weaver, William D., from 535 Highland Ave., to 2304 Park- 
congestion man Road, Warren, Ohio 


Welborn, Richard L., from Albuquerque, N.Mex., to 2344 N. 


32nd St., Phoenix 22, Ariz. 
Each teaspoonful (5 cc.) contains: Wescott, Thomas P., from Stover, Mo., to Ardmore Osteo- 
. . pathic Hospital, Box 1160, Ardmore, Okla. 
Phenylephrine hydrochloride 10 mg. Wilde, Perry C., from Seahurst, Wash., to 2030 S.W. 152nd 
Prophenpyridamine maleate 12.5 mg. St., Seattle 66, Wash. 
. . . Wildman, W. W., from 308 W. Richardson, to Artesia Osteo- 
pathic Hospital, 1208 W. Main, Artesia, N.Mex. 
i Williams, William W., from Saginaw, Mich., to Box 533, Rose 
Chloroform (approximately) 13.5mg. - City, Mich. 
1-Menthol 1.0 mg. Williamson, Ernest E., from Kirksville, Mo., to 120 W. 
. oer Fourth Ave., Moses Lake, Wash. 
(Alcohol content, 106; suger, 38/476) Wilson, Rendall R., from Milwaukee, Wis., to 164 Main St, 
Box 94, Thiensville, Wis. 
Winston, Stephen J., from 6042 Hillandale Ave., to 6060 Hill- 
PITMAN-MOCRE COMPANY andale Drive, Los Angeles 42, Calif. 
Wirth, James R., from 611714 Romaine St., to 736 S. Flower 
Division of Allied Laboratories, Inc. St., Los Angeles 17, Calif. 
Indianapolis 6, Indiana Wisely, Daniel Lee, from Kirksville, Mo., to Lemon St., Cres- 
cent City, Fla. 
Zapp, Edmund L., Jr., from Upper Darby, Pa., to 113 N. 
Ambler St., Quakertown, Pa. 
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and... 

aya 
when “head colds” 
Ay 
” 
become “chest colds 


AVOID 
RE-INFECTION FROM 


VAGINAL 


TRICHOMONIASIS 


ARNAKY reports that in vaginal trichomoniasis 
“|. . approximately 39 to 47 percent of resist- 
ant cases are reinfections from the sexual partner.”? 


Symplom-free carriers. Most infected husbands of 
infected wives are asymptomatic. They are “.. . none 
the less a potential source of re-infection in wives 
successfully treated.’ 


Protect the wife. Karnaky recommends in recurrent 
cases of vaginal trichomoniasis that the husband 
wear a prophylactic at coitus for as long as four to 
nine months. By the end of this time the tricho- 
monads he harbors will usually die out.’ 


Prescribe high quality propbylactics. Take advantage 
of Schmid product improvements to win cooperation 
of the husband. According to the preferences of your 
patient, prescribe Schmid prophylactics by name. 


XXXX (rourex)® skins are made from the cecum 
of the lamb and are pre-moistened. They feel like 
the patient’s own skin and do not dull sensory effect 
RAMSES® natural gum rubber prophylactics are 
different—transparent, tissue-thin, yet strong. 


Your prescription of Schmid prophylactics circum- 
vents embarrassment, assures fine quality, provides 
essential protection. 


Treat the wife. The Davis technique? with Vacisrc® 
liquid shows better than 90 per cent success in 
clinical data obtained by more than 150 physicians.‘ 
Unusual three-way attack with Vacisec (originally 
“Carlendacide’”’) actually explodes trichomonads. 
Liquid and jelly. 

References: 

1. Karnaky, K. J.: Urol. & Cutan. Rev. 18:812 (Nov.) 1938. 
2. Lanceley, F., and McEntegart, M. G.: Lancet 1:668 (Apr. 
14) 1953. 3. Karnaky, K. J.: J.A.M.A. 155:876 (June 26) 
1954. 4. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, Inc. 


propbylactics division 
423 West 55th Street, New York 19, N. Y. 


VAGISEC, XXXX (FOUREX) and RAMSES are registered trade-marks of 
Julius Schmid, Inc. tPat. App. for 


OFFICIAL AUTOMOBILE EMBLEM 


Design, consisting of green cross and gold lettering on 
white background, is executed in best quality baked en- 
amel on a heavy bronze convex shield. Washable and 
weatherproof. 


Fitted with steel bracket for attachment to license plate 
holder. 


Recognized by many local and state police departments. 
Supplied only to members of the American Osteopathic 
Association. 


Price $1.50 Postpaid 


American Osteopathic Association 
Chicago 11, Illinois 


212 E. Ohio Street 


®@ Anal Stricture 
Achalasia 


Constipation 


YOUNG’S 
RECTAL 
DILATORS 


IN SPASTIC CONSTIPATION 


teach spastic sphincters controlled relaxation 


Young's Rectal Dilators gent'y 
stretch tight, spastic, or hype 
trophic anal sphincters . . . reduce 


Postoperatively induce mild peristals's 
hemorrhoidectomy . . and train the defecation ré 
fistulectomy flex. In graduated sizes for pre- 

© Prolapse gressive therapy. FOR INFANTS: 


Made of flexible rubber. FOR 
CHILDREN AND ADULTS: Mace 


Also for: of bakelite. 


©@ Perineal Repair 
Dyspareunia 


Send for Literature 


F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 7, Ill. 


Journat A.O.A. 
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Now Avatlable 


SPEEDIER RELIEF 


“Asthma 


MEDIHALER-EPI™ 


Brand of epinephrine U.S.P. 0.5% solution. 
Each ejection delivers 0.125 mg. 


MEDIHALER-ISO™ 


Brand of isoproterenol HCl] U.S.P. 0.25% 
solution. Each ejection delivers 0.06 mg. 


MEDIHALER ORAL ADAPTER 


Unbreakable plastic...no movable parts... 
carrying case for Adapter and medication 
small enough to be carried inconspicuously 
in pocket or purse. 


TRUE NEBULIZATION . . . The Medihaler principle, an 


entirely new concept in nebulization therapy of asthma, 

avoids the unmeasured, haphazard spray and frantic, 

repetitive effort usually associated with glass-and-bulb 

nebulizers. Only one or two inhalations with 

Medihaler provide welcome relief. Each meas- 

ured dose provides 5 to 8 times as many par- 

ticles in the ideal size range—0.5 to 4 microns 

iis radius—as conventional nebulizers. The result 
is better and speedier relief. 


rr Energy Ledihaler-Nitro™ 


of Acute Attacks of  Octyl nitrite (1%) in aerosol solution 


Metered-dosage nebulization using yettery as 

j i _ portal of entry to provide speedy relief from 
Angina Pectoris acute attacks of angina pectoris. Medication and 
unbreakable Adapter fit into pocket-size case. 
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For Thin, Under- 
par Older Patients 
with Hard Stools 


Dear Doctor: 


Malt Soup Extract is especially valuable for the thin, under- 


physiologically and supplies needed nutritional factors from 
rich barley malt extract. 


Malt Soup Extract is a highly concentrated barley malt ex- | 
tract containing all the water-soluble nutrient factors in 
whole malted barley grain, including traces of vitamins and 


Mol ra 


Stanley Olson 
BORCHERDT MALT EXTRACT CO. 


4 " FOR HARD, DRY STOOLS OF 


Constipated d Babies 
orcherat 


MALT SOUP 


A gentle laxative modifier of milk. Just 1 or 2 tablespoon- 
fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
sium ions contribute to gentle laxation. Safe and easy 
to use. 


GOOD FOR GRANDMA, 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. | 


Specially processed malt ex- Samples and literature on request 
tract neutralized with potas 


sium carbonate. In 8 oz. ond BORCHERDT MALT EXTRACT co. 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, Ill. 


Div., BORCHERDT MALT EXTRACT C 
217.N. Wolcott Ave., Chicago 12, Ill. 
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par elderly patient with hard, dry stools. It softens stools 


for 
immobilising the 
lumbosacral 


region 


When diagnosis in- 
dicates need for 
immobilization of 
the entire lumbo- 
sacral region, a 
Camp Authorized 
Dealer will provide 
your patient with 
an immediate, pro- 
fessional fitting of 
a Camp garment 
designed specifical- 
ly for the job. Your 
patients have the assurance of com- 
fort through superior construction, and 
economy through Camp's low prices. 


SUPPORTS APPLIANCES 


JACKSON, MICHIGAN 


Journat A.O.A. 
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QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


Planned Products For The Chronic Patient 


PROFESSIONAL FOODS offers a complete basic evalua- 


tion for the chronic patient . . . at a savings . . . to insure SA 
proper treatment from the very start. PROFESSIONAL | 

FOODS designs products to meet the needs of the Osteo- AEROSOL 
Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
oa lieves surface pain and itching like Americaine 
nutritional troubles. . . because only Americaine contains 20% 
dissolved benzocaine, Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


pathic profession in correcting basic and fundamental 


Write for added information to: ALSO FOR: 
Burns 
Abrasions 


PROFESSIONAL FOODS Pest 


Dermatoses 


Also Available 
Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Illinois 
In Canada: Brent Laboratories, Ltd., Toronto 


319 Second Avenue, SW. Cedar Rapids, lowa 


time-tested antibody action 


ma Globulin 


For passive prophylaxis or attenuation 
of Measles, Infectious Hepatitis or 
Poliomyelitis. For supportive therapy 
in gamma globulin deficiency states 


(Ag ) 


Available as Poliomyelitis Immune Globulin 


(Human) — 2 cc. and 10 cc 


HYLAND LABORATORIES * 4501 COLORADO BLVD., LOS ANGELES 39, CALIF. » 252 HAWTHORNE AVE., YONKERS, N.Y. 
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The NEW Work... 
dispatched to YOU! 


A great Loose-Leaf Cyclopedia that is always 
moving ahead, kept constantly up-to-date .. . 


The CYCLOPEDIA 


of 


MEDICINE, SURGERY 
& SPECIALTIES 


GEORGE MORRIS PIERSOL, Editor-in-Chief 
Monographs by 800 DISTINGUISHED CONSULTANTS 


“A work that every physician should know, and 
have, and use. . . .” Another delighted reviewer 
expresses the high regard for the splendid “usa- 
bility” features of the CYCLOPEDIA OF MEDI- 
CINE. This helpful reference service has won 
the acclaim of physicians all over the world. 


And of special significance today is the marvel- 
ous Loose-Leaf plan which keeps the whole work 
up-to-date! Valuable new monographs, by lead- 
ers, quickly bring applied interpretations of new 
medical and surgical developments. The old 
pages are quickly replaced by the NEW! 


Your consultants in the CYCLOPEDIA are over 
800 esteemed physicians, surgeons and special- 
ists. Here you have authoritative coverage not 
only of the individual subject, but also the 
broadening influence of medical thought along 
other lines. Here in one single unit you have a 


COMPLETE REFERENCE LIBRARY. 


Please mail the coupon for descriptive folder 
describing the complete working plan of the 


CYCLOPEDIA OF MEDICINE. 


AO-10 


F. A. DAVIS CO., 1914 Cherry St., Phila. 3, Pa. 
Please supply, without obligation, complete in- 
formation on the New Loose-Leaf CYCLO- 
PEDIA OF MEDICINE, SURGERY, SPE- 
CIALTIES. 


wed 
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The Cambridge “Simpli-Scribe”’ 


Model Electrocardiograph has important design fea- 
tures not found in any other Direct Writing Electro- 
cardiograph. Its platen is concave to compensate for 
the arc described by the writing stylus. As a result, 
its records are true rectilinearly without tangential 
error and accordingly do not require correction for 
accurate interpretation. 

The entire writing mechanism of the Simpli-Scribe 
is rugged, and yet it is extremely light in weight. 
This means a minimum of inertia and friction, low 
power requirement and resultant higher accuracy. 
The entire instrument is designed for light weight 
and convenience. For example, replacement of the 
paper roll is just a matter of snapping it into position. 
Simple means are provided for checking not only the 
standardization of stylus deflection, but also for 
checking accuracy of timing of the records as well. 
The controls are minimum in number and conven- 
iently grouped for ease of operation. The instrument 
requires no grounding wire under normal operating 
conditions. 

The Simpli-Scribe is a fine instrument worthy of 
its Cambridge nameplate. It provides the Cardiolo- 
gist, Clinic or Hospital with a direct writing Electro- 
cardiograph of utmost usefulness and accuracy. 


Send for descriptive literature 


CAMBRIDGE Also Makes the Standard String Galvanometer 
and Direct Writer Electrocardiographs in Multi-channel 
Models, Audio-Visual Heart Sound Recorder, Catheterization 
Monitor-Recorders, Operating Room Cardioscopes, Educa- 
tional Cardioscopes, Electrokymographs, Plethysmographs, 
Amplifying Stethoscopes, Research pH Meters, Automatic 
Continuous Blood Pressure Recorders and Instruments for 
Measuring Radioactivity. 


CAMBRIDGE INSTRUMENT CO., INC. 


3711 Grand Central Terminal, New York 17, N.Y. 
Chicago 39, 4000 West North Avenue 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 
Philadelphia 4, 135 South 36th Street 


CAMBRIDGE 
ELECTROCARDIOGRAPHS 


Pioneer Manufacturers of the Electrocardiograph 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. 
under our regular “new office” extended payment plan. 
(5) Location Service. 
many attractive locations for beginning practice. 


A. S. Alee Company ano 


Write or see your local representative for details. 


NEW ORLEANS 


ALLERGENIC EXTRACTS 


Diagnostic and Therapeutic 
for 


ALLERGIC DISEASES 
A Complete Prescription Service 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the 
diagnosis and treatment of allergic con- 


(3) Planning ditions. 


A pollen check list for your state and other 


literature sent on request. 


There are no interest charges 


Aloe representatives know of 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


Pasteur Medical Building 1111 N. Lee Avenue 
Oklahoma City |, Oklahoma 


1831 Olive St. @ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 
ATLANTA WASHINGTON, D. C. 


Well constructed, strong. 
Will not tip or shake. 
Ikasy to open and close. 
Length 69”. Width 22”. 
Height 2714”. Weight 40 Ibs. 
Walnut finish. 

Simulated leather covering. 
Heavy standard padding. 


(Shipping weight 35 to 37 lbs.) 


212 E. Ohio St. 


FOR 
HOME 
AND 
OFFICE 


Price $40.00 


(Paratex and felt) 2” Paratex padding $10.00 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.s.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 
Chicago 11, Illinois 
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REMEMBER THE 


COURTESY CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS 
AND COLLEGES 


PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


[) Convention Exhibitor 
C] Advertiser in A.O.A. Publications 


AMERICAN OSTEOPATHIC ASSOCIATION 


This card expires Clark O. 


Dec. 31. 1956 Business Manager 


Extend Every Courtesy To Your Detail Men 


JournaL A.O.A. 


BETTER 


‘Because of the better and more consistent 
absorption of penicillin V from the intes- 
tinal tract, it would appear that this type of 
penicillin is preferable to penicillin G when 


oral administration is to be used. 


1. Martin, W. J., et al.: J.A.M.A. 160:928 (March 17) 
1956. 


ICILLI 


PEN* VEE*Oral and PENe VEE Suspension 
permit new dependability in oral-peni- 
cillin therapy—dependable stability in 
gastric acid, dependable and optimal 
absorption in the duodenum. ‘‘Not being 
destroyed by acid in the stomach, as is 
penicillin G, penicillin V remains avail- 
able in larger amounts for absorption.” 


R 


Philadelphia 1, 
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PEN: VEE-Oral is Penicillin V, Crystallin oxymethy! Penicillin) 
PEN+ VEE Suspension is Benzathine F lin V Oral Suspension 


New therapy 


for dry” constipation 


Among the perplexing problems confronting the doc- 
tor is “dry” constipation, the heretofore stubborn, 
hard-to-treat condition where the feces becomes dry, 
hard and impacted. Now Vitaminerals introduces a 
complete new therapy combined in one unit. This 
new hydropathic, non-laxative approach to “dry” 
constipation hydrates the hard fecal matter, and soft- 


ens it to allow normal elimination without adding 


bulk. 


This new VM 29 therapy unit consists of 3 exclusive, 
disposable retention enemas, each containing Vita- 


minerals Delifec. The rectal tip is lubricated and 


protected by a cover easily removed. Insert tip. 
squeeze tube to expel fluid which is retained and 


container is discarded. 


To augment the softening action and gentle relief of 
the enema, 6 tablets, each containing Vitamineral- 


Delifec, are included to be taken orally, one a day. 


The home treatments are easily and comfortably self- 
administered by the patient, enabling the doctor to 
avoid time-consuming office treatments while main- 
taining contact with the patient and control of hi- 


condition by frequent check-ups. 


GLENDALE 


MITAMINE RALS, INC. 


A.O.A 
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Frustrated by 
PSORIASIS 


Brings Hone 
~The tragedy of psoriasis is most often the pa- 
tient’s attitude,” said Frank* in 1954. Despondency 
is the rule among patients suffering from this 


obstinate and humiliating disease. The emotional 
stress is an aggravating influence. 


Good results with RIASOL, obtained in a period 
of weeks in most cases, offer the best possible 
encouragement for your patients with psoriasis. 
With continued treatment, especially during the 
vanishing stage of the disease, it is often possible 
to prevent relapses. 


Before Use of RIASOL 


Clinical reports which we receive constantly 
from physicians furnish convincing evidence that 
use of RIASOL greatly improves the prognosis in 


psoriasis. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient’s progress. 


RIASOL is supplied in 4 and 8 fld. 0z. bottles 


at pharmacies or direct. 


*Am. Pract. 5:872, 1954. 


After Use of RIASOL 


Test RIASOL Yourself 


May we send you professional literature and generous clinical 


package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-1056 12850 Mansfield Avenue Detroit 27, Michigan 
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not a 
distress call... 


not yet. 


AMBAR’ & 


METHAMPHETAMINE AND PHENOBARBITAL 


The “distress call” in obesity often comes AMBAR™ TABLETS 
Methamphetamine Hydrochloride . . 3.33 mg. 
Phenobarbital (1/3 gr.) 


Average duration of therapeutic effects 4 hours 


from the emotional “misfit,” unable to 
control mood or appetite. Ambar allays this 


hunger sensation by gently lifting the 

AMBAR™ EXTENTABS” 
Methamphetamine Hydrochloride . . 10.0 mg. 
Phenobarbital (1 gr.) 


depressed mood, and subtly reducing the 
emotional distresses so often responsible for 
the = 4 overeat. Ambar brings the Average duration of therapeutic effects 
obese patient’s appetite “down to normal”. . . 10-12 hours 


. without peaks of stimulation e 


. without troughs of depression 
Literature available on request. 


ithout significant cardio as¢ ular ck 


ut il h oul po strne dic att mm jit ters *Robins’ registered trade-mark for Extended Action tablets. 


A. H. ROBINS COMPANY, INC., RICHMOND, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 
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Abbott Laboratories 

Allergy Laboratories, Inc. 

Aloe, A. S., Co. 

American Ferment Co., 
Inc. 

American Optical 

American Osteopathic 
Assn. 

American Sterilizer Co. 

Ames Co. 

Armour Laboratories 


Arnar-Stone Laboratories, 


lnc. . 
Ascher, B. F., Co. 
Astra Pharmaceutical 
Prod. 
Ayerst Laboratories 


Bard-Parker Co., Inc. 

Baum, W. A., Co. 

Borcherdt Malt Extract 
Co. 

Borden Co. 

Boyle & Co. 

Bristol-Myers Co. 


Burdick Corp. 
Burroughs Wellcome & 
Co. 


Cambridge Instrument Co. 


Camp, S. H., Co. 
Carnation Co. 


Chatham Pharmaceuticals, 


Inc. 
Chicago Pharmacal Co. 
Ciba Pharmaceuticals 


Davis Co., F. A. 
Desitin Chemical Co. 
Dietene Co. 


Eaton Laboratories 


Fleet, C. B., Inc. 


General Electric Co. 
(X-Ray Dept.) 

Gerber 

Gomco Surgical Mfg. Co. 


Hoffman-La Roche 
Holland-Rantos Co., Inc. 
Hyland Laboratories 


Kinney & Co. 
Knox Gelatine 
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Lakeside Laboratories, Inc. 


Lea & Febiger 
Lederle Laboratories 


Leeming, Thos. & Co., Inc. 


Lippincott, J. P., Co. 
Lloyd Brothers, Inc. 


McNeil Laboratories, Inc. 
Mallard, Inc. 

Massengill, S. E. & Co. 
Mead Johnson & Co. 
Merck, Sharp & Dohme 
Merrell, Wm. S. 


Nestle Co., Inc. 


Parke, Davis & Co. 
Pelton & Crane Co. 

Pet Milk Co. 
Pitman-Moore Co. 
Professional Foods 
Professional Printing Co. 
Purdue Frederick Co. 


Riker Laboratories 


Ritter Co., Inc. 
Robins, A. H., Co. 
Roerig, J. B. & Co. 


Sandoz Pharmaceutical Co. 


Saunders, W. B., Co. 
Schenley Laboratories 
Schering Corp. 
Schmid, Julius, Inc. 
Sherman Laboratories 
Shield Laboratories 
Smith-Dorsey 

Smith, Kline & French 


Tampax Incorporated 
Tutag. 5S. f.,. Go; 


5 U. S. Vitamin Corp. 


Upjohn Co. 
Vitaminerals, Inc. 


Wallace Laboratories 
Wampole Laboratories 
Warner-Chilcott 
Welch-Allyn 

White Laboratories, Inc. 
Williams & Wilkins Co. 
Winthrop Laboratories 
Wocher, Max & Co. 
Wyeth Laboratories 


Young, F. E. & Co. 


TAMPAX 


a clinically 
accepted method of 
menstrual hygiene 


“Free from harm or irri- 
tation to the vaginal and 


cervical mucosa.” 


Karnaky, K. J.: Western Journal of 
Surgery, Obstetrics and Gynecology, 
Vol. 51, pp. 150-152. 


“No evidence that the use 
of the tampon caused ob- 
struction to menstrual 


flow.” 

Thornton, M. J.: American Journal 
of Obstetrics and Gynecology, Vol. 46, 
pp. 259-265. 


“Does not impair stand- 


ard anatomic virginity.” 
Dickinson, R. L.: The Journal of the 
American Medical Association, Vol. 
128, pp. 490-494. 


Clinical 


“Easy and comfortable to 
use and eliminated odor.” 


Sackren, H. S.: Clinical Medicine, 
Vol. 46, pp. 327-329. 


Three absorbencies: Junior, 
Regular, or Super Tampax 
meet varying requirements. 


TAMPAX 


Professional samples and re- 
prints of these papers fur- 
nished on request. 


Tampax Incorporated 
Palmer, Massachusetts 
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at home or in the hospital 


THORAZINE* 


improves mental outlook 


The unique tranquilizing effect of ‘Thorazine’ 
helps the cancer patient to overcome his mani- 
fold fears and anxieties, thus improving his 
mental outlook and making him easier to 
care for. 


relieves pain and reduces suffering 


By potentiating narcotics and_ sedatives, 
‘Thorazine’ permits smaller doses of these 
agents to be used; often relieves pain not pre- 
viously controllable without inducing stupor. 
By alleviating the tension and apprehension 
that magnify the patient’s reaction to pain, 
‘Thorazine’ reduces his suffering. 


controls nausea and vomiting 


‘Thorazine’ promptly controls nausea and vom- 
iting due either to the malignancy or to dis- 
tressing therapies such as irradiation and ni- 
trogen mustards. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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fastest relief of 


the acute attack 


EDIHALER-NITRO is octyl nitrite 

(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


and for definitive therapy... 


fewer and fewer attacks ® 
of less and less intensity en OXY 0 N 
Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- Rik 
strable by ECG. Dosage: one or two I er 
tablets q.i.d., before meals and on retiring 

LOS ANGELES 
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Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine ... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 


communication. 
Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 
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